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Designation of Beneficiary

i i ivill Important:
Unpaid Compensation of Deceased Civilian Employee R ructions before

filling in this form

A. ldentification
Name (Last, first, middle) Date of birth (mm, dd, yyyy) Social Security Number

Department or agency in which presently employed (or former department or agency):

Department or agency Bureau Division Location (City, state and ZIP code)

I, the employee named above, canceling any and all previous Designations of Beneficiary heretofore made by me, do now
designate the beneficiary or beneficiaries named below to receive any unpaid compensation due and payable after my death.
I understand that this Designation of Beneficiary relates solely to money due as defined in 5 U.S.C. 5581, 5582, 5583, and in no
way will affect the disposition of any benefit which may become payable under the Retirement or Group Life Insurance Acts
applicable to my Government service. | further understand that this Designation of Beneficiary will remain in full force and effect
until (1) | expressly change or revoke it in writing, (2) | transfer to another agency, or (3) | am reemployed by the same or another
department or agency of the Government.

B. Information Concerning The Beneficiaries (See Examples of Designations):

First name, middle initial, and last Address (Including ZIP code) of Relationship Share to be paid to
name of each beneficiary each beneficiary each beneficiary
Date of designation (mm, dd, yyyy) Your signature
Total = %

C. Witnesses (A witness is not eligible to receive payment as a beneficiary):

We, the undersigned, certify that this statement was signed in our presence.

Signature of witness Number and street City, state and ZIP code

Signature of witness Number and street City, state and ZIP code

Receiving agency certification
| have reviewed this designation and certify that the designated shares total 100% and that no witnesses are designated as beneficiaries.

Date received Signature Date

Type or print your return address to insure return

| B

L ]

U.S. Office of Personnel Management Part 1 - Original All Previous editions Standard Form 1152
5 CFR 178 NSN 7540-00-634-4340 are not usable. Revised September 2011
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Important - The filing of this form will completely cancel any Designation of Beneficiary you may have previously filed. Be sure to name
in this form all persons you wish to designate as beneficiaries of any unpaid compensation payable at your death.

1. HOW TO DESIGNATE ONE BENEFICIARY

Examples of Designations

Do not write names as M.E. Brown or as Mrs. John H. Brown. If you want to designate your estate

as beneficiary, enter “My estate” in the beneficiary column.

First name, middle initial, and last
name of each beneficiary

Address (Including ZIP code) of
each beneficiary

Relationship Share to be paid to
each beneficiary

Mary E. Brown

214 Central Avenue
Muncie, IN 47303

Domestic Partner 100%

2. HOW TO DESIGNATE MORE THAN ONE

Be sure that the shares to be paid to the several beneficiaries add up to 100 percent.

First name, middle initial, and last
name of each beneficiary

Address (Including ZIP code) of
each beneficiary

Relationship Share to be paid to
each beneficiary

Alice M. Long 509 Canal Street Aunt 25%
Red Bank, NJ 07701

Joseph P. Brady 360 Williams Street Nephew 25%
Red Bank, NJ 07701

Catherine L. Rowe 792 Broadway Mother 50%
Whiting, IN 46394

3. HOW TO DESIGNATE A CONTINGENT BENEFICIARY

First name, middle initial, and last Address (Including ZIP code) of Relationship Share to be paid to

name of each beneficiary

each beneficiary

each beneficiary

John M. Parrish, if living 810 West 180th Street Father 100%
New York, NY 10033
Otherwise to: Susan A. Parrish 810 West 180th Street Sister 100%

New York, NY 10033

4. HOW TO CANCEL A DESIGNATION OF BENEFICIARY AND EFFECT PAYMENT UNDER ORDER OF PRECEDENCE (See back of duplicate)

First name, middle initial, and last
name of each beneficiary

Address (Including ZIP code) of
each beneficiary

Relationship Share to be paid to
each beneficiary

Cancel prior designations

U.S. Office of Personnel Management
5 CFR 178

Standard Form 1152 (Reverse of Part 1)
Revised September 201





A. ldentification

Name (Last, first, middle)

Designation of Beneficiary

Unpaid Compensation of Deceased Civilian Employee

Date of birth (mm, dd, yyyy)

Important:
Read all instructions before
filling in this form

Social Security Number

Department or agency in which presently employed (or former department or agency):

Department or agency

Bureau

Division

Location (City, state and ZIP code)

I, the employee named above, canceling any and all previous Designations of Beneficiary heretofore made by me, do now
designate the beneficiary or beneficiaries named below to receive any unpaid compensation due and payable after my death.
| understand that this Designation of Beneficiary relates solely to money due as defined in 5 U.S.C. 5581, 5582, 5583, and in no
way will affect the disposition of any benefit which may become payable under the Retirement or Group Life Insurance Acts
applicable to my Government service. | further understand that this Designation of Beneficiary will remain in full force and effect
until (1) | expressly change or revoke it in writing, (2) | transfer to another agency, or (3) | am reemployed by the same or another
department or agency of the Government.

B. Information Concerning The Beneficiaries (See Examples of Designations):

First name, middle initial, and last

name of each beneficiary

Address (Including ZIP code) of
each beneficiary

Relationship

Share to be paid to
each beneficiary

Date of designation (mm, dd, yyyy)

Your signature

C. Witnesses (A witness is not eligible to receive payment as a beneficiary):

We, the undersigned, certify that this statement was signed in our presence.

Total = %

Signature of witness

Number and street

City, state and ZIP code

Signature of witness

Number and street

City, state and ZIP code

Receiving agency certification

| have reviewed this designation and certify that the designated shares total 100% and that no witnesses are designated as beneficiaries.

Date received

Signature

Date

Type or print your return address to insure return

-

L

-

]

U.S. Office of Personnel Management
5CFR 178

Part 2 - Employee Copy

NSN 7540-00-634-4340

All previous editions are
not usable.
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IMPORTANT NOTICE — ORDER OF PRECEDENCE

If there is no designated beneficiary alive at the time of your death, any unpaid compensation owed you (that becomes payable
after you die) will be paid to the first person or persons in the order listed below who are alive on the date that entitlement to
the payment occurs.

1. To your widow or widower.
If neither of the above, to your child or children in equal shares. The share of any deceased child is distributed to the
descendants of that child.

3. If none of the above, to your parents in equal shares or the entire amount to the surviving parent.

4. If none of the above, to the duly appointed legal representative of your estate. If there is none, to the person or persons
entitled under the laws of the State or other domicile where you lived.

You do not need to designate a beneficiary unless you want to name some person or persons not listed above or you want
the payment to be made in a different order.

INSTRUCTIONS

The examples on the back of the first page of this form may be helpful to you in filling out this form.

Except for signatures, you should type or print all entries in ink (typing is preferred). You should use this form for any

designation of beneficiary or beneficiaries. The form must be signed and witnessed.

3. The form should be free of erasures or alterations to avoid a possible legal contest after your death.

4. You do not need to fill out a new form when your name or address changes or when the name or address of your
beneficiary changes.

5. You must complete the form in duplicate and file it with your employing agency. To be valid, your agency must receive the
completed form prior to your death. The duplicate will be annotated and returned to you as evidence that the original was
received and filed with your agency. We suggest that you file the duplicate with your important papers.

6. You can cancel any prior Designation of Beneficiary form without naming a new beneficiary by completing a new form and
inserting “Cancel prior designations” in the space provided for the name of beneficiary. This will change the payment to
the order of payment described under “Order of Precedence.”

7. This designation remains valid unless (a) you change or revoke it, (b) you transfer to another agency, or (c) you leave and

then are reemployed by the Federal Government. If you are covered by (b) or (c), you must fill out a new form if you want

to change the order of payment described under “Order of Precedence.”

N =~

NOTE: If this form is not available, any designation, change or cancellation of beneficiary that is witnessed and filed according
to these instructions will be valid.

This form is not to be confused with Standard Form 2808, Designation of Beneficiary, Civil Service Retirement System,
Standard Form 2823, Designation of Beneficiary, Federal Employees’ Group Life Insurance Program, or
Standard Form 3102, Designation of Beneficiary, Federal Employees Retirement System.

Privacy Act Statement

Solicitation of this information is authorized by the Code of Federal Regulations, Part 178, Subpart B. The information you
furnish will be used to deter mine the amount, validity, and the person(s) entitled to the unpaid compensation of a deceased
Federal employee. The information may be shared and is subject to verification, via paper, electronic media, or through the
use of computer matching programs to obtain information necessary for determination of entitlement under this program or to
report income for tax purposes. It may also be shared and verified, as noted above, with law enforcement agencies when they
are investigating a violation or potential violation of the civil or criminal law. Public Law 104-134 (April 26, 1996) requires that
any person doing business with the Federal government furnish a Social Security Number or tax identification number. This
is an amendment to title 31, Section 7701. Failure to furnish the requested information may delay or make it impossible for us
to determine eligibility of payments.

U.S. Office of Personnel Management Standard Form 1152 (Reverse Part 2)
5CF Revised September 2011
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		Share1: 

		Name2: 

		Address2: 

		Relationship2: 

		Share2: 

		Name3: 

		Address3: 

		Relationship3: 

		Share3: 

		Name4: 

		Address4: 

		Relationship4: 

		Share4: 

		Date of Designation: 

		Shares Total: 
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		City,State, and ZIP Code of the Witness1: 

		Witness2: 

		City,State, and ZIP Code of the Witness2: 

		Return Address: 

		Save Form: 






FASTSTART

INSTRUCTIONS FOR PROCESSING FEDERAL EMPLOYEE PAYMENTS
Use: For processing Ederl employee net salgrgllotments, and othergency - appoved payments associated withdeal emplyment (i.e
travel rimhursement, uniform allowangcetc). Employee must complete items 1,2,3 an@&mplete item 4 only if you wantgtart, cancel
or change the amount of a savings or disttonary allotment - see instructions on kaxd form.

1. EMPLOYEE INFORMATION

(SSN) EMPLOYEE PAYROLL IDENTIFICATION NUMBER

EMPLOYEE NAME
(as on payroll records)

(Last, First, Initials)

TELEPHONE NUMBER (WORK) (HOME)
2. TYPE OF ACCOUNT 3. DIRECT DEPOSIT ACCOUNT INFORMATION - NET PAY/TRAVEL/OTHER (Use Sec. 4 for allotments)
A voided personal check/sharedraft may be attached in lieu of completing this section.
I:l Checking See instructions on back of this form.
|:| Savings — =
ROUTING TRANSIT
NUMBER Check Digit

TYPE OF PAYMENT

I:l Net Pay
(] Travel ACCOUNT TITLE

ACCOUNT NUMBER

Other Federal (Account Holder’'s Name)
employment related
payments FINANCIAL INSTITUTION NAME

4. ALLOTMENT INFORMATION
Complete this section only if you want to start, cancel or change the amount of a savings or discretionary allotment - see instructions on back of form.

TYPE OF ALLOTMENT TYPE OF ACCOUNT ACTION fosk On
Sr Lo (Check One) (Check One) (Check ijn;lEASE -
TART 3
I:l Savings (whole dollar amounts only) |:| SAVINGS I:l iANCEL I:l DECREASE TO
[ ] Discretionary or Third Party [ ] cHECKING [ ]CHANGE  New Total $ |

ALLOTTEE NAME
(person/company who
will receive allotment)

[

ALLOTTEE’S ROUTING NUMBER

Check Digit

ALLOTTEE’S ACCOUNT NUMBER

ALLOTTEE’S ACCOUNT TITLE
(Account Holder’'s Name)

FINANCIAL INSTITUTION NAME

5. AUTHORIZATION

* EMPLOYEE’S SIGNATURE DATE

6. AGENCY USE:

FORM DEPARTMENT OF THE TREASURY
FMS 11-92 2231 FINANCIAL MANAGEMENT SERVICE
EDITION OF 4-90 IS OBSOLETE





PRIVACY ACT STATEMENT

The collection of the information you are requested to provide on this form is authorized under 31 CFR 209 and/or 210. The information is confidential
and is needed to prove entitlement to payments. The information will be used to process payment data from the Federal agency to the financial
institution and/or its agent.

INSTRUCTIONS FOR PROCESSING FASTSTART AUTHORIZATION

PURPOSE

You may use this form to provide instructions for processing your net salary. You may also use this for to provide instructions for processing
allotments and other agency - approved payments associated with your Federal employment.

1. EMPLOYEE INFORMATION (always complete this section)
2. TYPE OF ACCOUNT/PAYMENT (Put an “X” in the appropriate space to indicate a checking or savings account and type of payment.)

3. DIRECT DEPOSIT ACCOUNT INFORMATION

ROUTING TRANSIT NUMBER (your financial institution’s 9-digit routing transit number)
ACCOUNT NUMBER (your account number at your financial institution)

ACCOUNT TITLE (the depositor’'s name on the account to which payments are to be directed)
FINANCIAL INSTITUTION NAME (the name of the institution to which payments are to be directed)

The Routing Transit Number (RTN) can be obtained from the financial institution or found on the bottom of a check.

3
—l 1. ROUTING TRANSIT NUMBER - Here you
NAME OF DEPOSITOR 101 would put “021001082”
STREET ADDRESS
CITY, STATE
2. ACCOUNT NUMBER - Here you would put
19 “123-456-789”. Note the use of the dash symbol.
PAY TO THE (Include dashes where the symbol mm mm H
ORDER OF: $ appears on the check or card.
DOLLARS

3. ACCOUNT TITLE (mustinclude employee

name
4——— NAME OF YOUR BANK )
5——> Payable Through Another Bank

4. FINANCIAL INSTITUTION NAME

For
'021001082° 123 45L 789 DJ-IDJ- 5. If your check or sharedraft includes “payable
. L . . . through® under the bank name, contact the finan-
| | | | cial institution to help obtain the correct Routing
ROUTING1NUMBER ACCOUNT2 NUMBER CHECK NUMBER Transit Number for Direct Deposit processing.

4. ALLOTMENT INFORMATION
ALLOTMENT TYPE
SAVINGS (If this option is checked, this will allow the specified allotment to be credited to an account owned by the payee.)

Savings allotments are limited to two. Savings allotments must be in whole dollar amounts (no cents). The dollar amount of allotments may not
exceed the pay due an employee per pay period.

DISCRETIONARY OR THIRD PARTY (If this option is checked, this will allow the specified allotment to be credited to an account not owned

by the payee.) Certain restrictions may apply as to the kind of allotments your agency will allow. Check with your agency to determine what kinds
of allotments it will allow. ANY CHANGES TO THE ALLOTMENT INFORMATION FURNISHED ON THIS REQUEST MUST BE MADE USING

A NEW FASTSTART FORM.

TYPE OF ACCOUNT (Put an “X” in the appropriate space to indicate a checking or savings account.)
ACTION (Put an “X” in the appropriate space to indicate start/cancel/change.)
AMOUNT (Put an “X” in the appropriate space to indicate if an allotment is an increase, decrease and always indicate $ amount.)

ALLOTTEE’S ROUTING NUMBER: Enter person’s/company financial institution 9-digit routing transit number.
ALLOTTEE’S ACCOUNT NUMBER: Enter the account number to which the allotment payment will be deposited.
ALLOTTEE’'S ACCOUNT NUMBER: Enter account holder’s name on the account at the financial institution.
FINANCIAL INSTITUTION NAME: Enter the name of the financial institution to which the payment should be sent.

5. AUTHORIZATION
Sign and date the request form after you have carefully read the instructions and Privacy Act Statement.

6. AGENCY USE (This space is reserved for agency use.)

CHANGES AND CANCELLATIONS - Contact your agency for instructions.





		Untitled



		SSN: 

		Name: 

		Home Phone: 

		Acct Type: Off

		Payment Type: Off

		Work Phone: 

		Allotment Type: Off

		Allotment Type of Account: Off

		Allotment Action: Off

		Allotment Amount: Off

		Allottment Amount New Total: 

		Allottee Name: 

		Routing Number: 

		Allottee Routing Number: 

		Check Digit: 

		Allottee Check Digit: 

		Acct Number: 

		Allottee Acct Number: 

		Acct Title: 

		Allotment Acct Title: 

		Allottment FI Name: 

		FI Name: 

		Date: 






Form W-4 (2014)

Purpose. Complete Form W-4 so that your employer
can withhold the correct federal income tax from your
pay. Consider completing a new Form W-4 each year

and when your personal or financial situation changes.

Exemption from withholding. If you are exempt,
complete only lines 1, 2, 3, 4, and 7 and sign the form
to validate it. Your exemption for 2014 expires
February 17, 2015. See Pub. 505, Tax Withholding
and Estimated Tax.

Note. If another person can claim you as a dependent
on his or her tax return, you cannot claim exemption
from withholding if your income exceeds $1,000 and
includes more than $350 of unearned income (for
example, interest and dividends).

Exceptions. An employee may be able to claim
exemption from withholding even if the employee is a
dependent, if the employee:

* |s age 65 or older,
e |s blind, or

o Will claim adjustments to income; tax credits; or
itemized deductions, on his or her tax return.

The exceptions do not apply to supplemental wages
greater than $1,000,000.

Basic instructions. If you are not exempt, complete
the Personal Allowances Worksheet below. The
worksheets on page 2 further adjust your
withholding allowances based on itemized
deductions, certain credits, adjustments to income,
or two-earners/multiple jobs situations.

Complete all worksheets that apply. However, you
may claim fewer (or zero) allowances. For regular
wages, withholding must be based on allowances
you claimed and may not be a flat amount or
percentage of wages.

Head of household. Generally, you can claim head
of household filing status on your tax return only if
you are unmarried and pay more than 50% of the
costs of keeping up a home for yourself and your
dependent(s) or other qualifying individuals. See
Pub. 501, Exemptions, Standard Deduction, and
Filing Information, for information.

Tax credits. You can take projected tax credits into account
in figuring your allowable number of withholding allowances.
Credits for child or dependent care expenses and the child
tax credit may be claimed using the Personal Allowances
Worksheet below. See Pub. 505 for information on
converting your other credits into withholding allowances.

Nonwage income. If you have a large amount of
nonwage income, such as interest or dividends,
consider making estimated tax payments using Form
1040-ES, Estimated Tax for Individuals. Otherwise, you
may owe additional tax. If you have pension or annuity
iincome, see Pub. 505 to find out if you should adjust
your withholding on Form W-4 or W-4P.

Two earners or multiple jobs. If you have a
working spouse or more than one job, figure the
total number of allowances you are entitled to claim
on all jobs using worksheets from only one Form
W-4. Your withholding usually will be most accurate
when all allowances are claimed on the Form W-4
for the highest paying job and zero allowances are
claimed on the others. See Pub. 505 for details.

Nonresident alien. If you are a nonresident alien,
see Notice 1392, Supplemental Form W-4
Instructions for Nonresident Aliens, before
completing this form.

Check your withholding. After your Form W-4 takes
effect, use Pub. 505 to see how the amount you are
having withheld compares to your projected total tax
for 2014. See Pub. 505, especially if your earnings
exceed $130,000 (Single) or $180,000 (Married).

Future developments. Information about any future
developments affecting Form W-4 (such as legislation
enacted after we release it) will be posted at www.irs.gov/w4.

Personal Allowances Worksheet (Keep for your records.)

A Enter “1” for yourself if no one else can claim you as a dependent . A
® You are single and have only one job; or
B Enter “1” if: * You are married, have only one job, and your spouse does not work; or B
* Your wages from a second job or your spouse’s wages (or the total of both) are $1,500 or less.
C Enter “1” for your spouse. But, you may choose to enter “-0-" if you are married and have either a working spouse or more
than one job. (Entering “-0-" may help you avoid having too little tax withheld.) Cc
D Enter number of dependents (other than your spouse or yourself) you will claim on your tax return . D
E Enter “1” if you will file as head of household on your tax return (see conditions under Head of household above) E
F Enter “1” if you have at least $2,000 of child or dependent care expenses for which you plan to claim a credit F
(Note. Do not include child support payments. See Pub. 503, Child and Dependent Care Expenses, for details.)
G  Child Tax Credit (including additional child tax credit). See Pub. 972, Child Tax Credit, for more information.
e |f your total income will be less than $65,000 ($95,000 if married), enter “2” for each eligible child; then less “1” if you
have three to six eligible children or less “2” if you have seven or more eligible children.
¢ If your total income will be between $65,000 and $84,000 ($95,000 and $119,000 if married), enter “1” for each eligible chid . . . G

H  Add lines A through G and enter total here. (Note. This may be different from the number of exemptions you claim on your tax return.) » H

¢ |f you plan to itemize or claim adjustments to income and want to reduce your withholding, see the Deductions

For accuracy,
complete all
worksheets
that apply.

and Adjustments Worksheet on page 2.
¢ |f you are single and have more than one job or are married and you and your spouse both work and the combined
earnings from all jobs exceed $50,000 ($20,000 if married), see the Two-Earners/Multiple Jobs Worksheet on page 2 to
avoid having too little tax withheld.

o [f neither of the above situations applies, stop here and enter the number from line H on line 5 of Form W-4 below.

o W=4

Department of the Treasury
Internal Revenue Service

Separate here and give Form W-4 to your employer. Keep the top part for your records.

Employee's Withholding Allowance Certificate

» Whether you are entitled to claim a certain number of allowances or exemption from withholding is
subject to review by the IRS. Your employer may be required to send a copy of this form to the IRS.

OMB No. 1545-0074

2014

1 Your first name and middle initial Last name 2 Your social security number
Home address (number and street or rural route) 3 D Single D Married D Married, but withhold at higher Single rate.
Note. If married, but legally separated, or spouse is a nonresident alien, check the “Single” box.
City or town, state, and ZIP code 4 If your last name differs from that shown on your social security card,
check here. You must call 1-800-772-1213 for a replacement card. » |:|
5  Total number of allowances you are claiming (from line H above or from the applicable worksheet on page 2) 5
6  Additional amount, if any, you want withheld from each paycheck 6 |$
7 | claim exemption from withholding for 2014, and | certify that | meet both of the foIIowmg condltlons for exemptlon

e Last year | had a right to a refund of all federal income tax withheld because | had no tax liability, and
e This year | expect a refund of all federal income tax withheld because | expect to have no tax liability.

If you meet both conditions, write “Exempt” here .

> 7]

Under penalties of perjury, | declare that | have examined this certlflcate and to the best of my knowledge and belief, it is true, correct, and complete.

Employee’s signature
(This form is not valid unless you sign it.) »

Date »

8 Employer’s name and address (Employer: Complete lines 8 and 10 only if sending to the IRS.)

9 Office code (optional) | 10  Employer identification number (EIN)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.

Cat. No. 10220Q

Form W-4 (2014)





Form W-4 (2014) Page 2
Deductions and Adjustments Worksheet
Note. Use this worksheet only if you plan to itemize deductions or claim certain credits or adjustments to income.
1 Enter an estimate of your 2014 itemized deductions. These include qualifying home mortgage interest, charitable contributions, state
and local taxes, medical expenses in excess of 10% (7.5% if either you or your spouse was born before January 2, 1950) of your
income, and miscellaneous deductions. For 2014, you may have to reduce your itemized deductions if your income is over $305,050
and you are married filing jointly or are a qualifying widow(er); $279,650 if you are head of household; $254,200 if you are single and not
head of household or a qualifying widow(er); or $152,525 if you are married filing separately. See Pub. 505 for details . 1 $
$12,400 if married filing jointly or qualifying widow(er)
2 Enter: $9,100 if head of household 2 %
$6,200 if single or married filing separately
3  Subtract line 2 from line 1. If zero or less, enter “-0-” 3 3
4  Enter an estimate of your 2014 adjustments to income and any addltlonal standard deductlon (see Pub 505) 4 3
5 Add lines 3 and 4 and enter the total. (Include any amount for credits from the Converting Credits to
Withholding Allowances for 2014 Form W-4 worksheet in Pub. 505.) . 5 $
6  Enter an estimate of your 2014 nonwage income (such as dividends or interest) 6 $
7  Subtract line 6 from line 5. If zero or less, enter “-0-" 7 3
8 Divide the amount on line 7 by $3,950 and enter the result here. Drop any fractlon 8
9  Enter the number from the Personal Allowances Worksheet, line H, page 1 9
10 Add lines 8 and 9 and enter the total here. If you plan to use the Two-Earners/Multiple Jobs Worksheet
also enter this total on line 1 below. Otherwise, stop here and enter this total on Form W-4, line 5, page 1 10
Two-Earners/Multiple Jobs Worksheet (See Two earners or multiple jobs on page 1.)
Note. Use this worksheet only if the instructions under line H on page 1 direct you here.
1 Enter the number from line H, page 1 (or from line 10 above if you used the Deductions and Adjustments Worksheet) 1
2  Find the number in Table 1 below that applies to the LOWEST paying job and enter it here. However, if
you are married filing jointly and wages from the highest paying job are $65,000 or less, do not enter more
than “3” 2
3 If line 1 is more than or equal to line 2, subtract line 2 from line 1. Enter the result here (if zero, enter
“-0-") and on Form W-4, line 5, page 1. Do not use the rest of this worksheet . 3
Note. If line 1 is less than line 2, enter “-0-” on Form W-4, line 5, page 1. Complete lines 4 through 9 below to
figure the additional withholding amount necessary to avoid a year-end tax bill.
4  Enter the number from line 2 of this worksheet . . . . . . . . . . 4
5  Enter the number from line 1 of this worksheet . . . . . . . . . . 5
6  Subtract line 5 from line 4 . . 6
7  Find the amount in Table 2 below that applles to the HIGHEST paying |ob and enter it here 7 3
8  Multiply line 7 by line 6 and enter the result here. This is the additional annual withholding needed 8 $
9  Divide line 8 by the number of pay periods remaining in 2014. For example, divide by 25 if you are paid every two
weeks and you complete this form on a date in January when there are 25 pay periods remaining in 2014. Enter
the result here and on Form W-4, line 6, page 1. This is the additional amount to be withheld from each paycheck 9 $
Table 1 Table 2
Married Filing Jointly All Others Married Filing Jointly All Others
If wages from LOWEST | Enter on If wages from LOWEST | Enter on If wages from HIGHEST | Enter on If wages from HIGHEST | Enter on
paying job are— line 2 above | paying job are— line 2 above | paying job are— line 7 above | paying job are— line 7 above
$0 - $6,000 0 $0 - $6,000 0 $0 - $74,000 $590 $0 - $37,000 $590
6,001 - 13,000 1 6,001 - 16,000 1 74,001 - 130,000 990 37,001 - 80,000 990
13,001 - 24,000 2 16,001 - 25,000 2 130,001 - 200,000 1,110 80,001 - 175,000 1,110
24,001 - 26,000 3 25,001 - 34,000 3 200,001 - 355,000 1,300 175,001 - 385,000 1,300
26,001 - 33,000 4 34,001 - 43,000 4 355,001 - 400,000 1,380 385,001 and over 1,560
33,001 - 43,000 5 43,001 - 70,000 5 400,001 and over 1,560
43,001 - 49,000 6 70,001 - 85,000 6
49,001 - 60,000 7 85,001 - 110,000 7
60,001 - 75,000 8 110,001 - 125,000 8
75,001 - 80,000 9 125,001 - 140,000 9
80,001 - 100,000 10 140,001 and over 10
100,001 - 115,000 11
115,001 - 130,000 12
130,001 - 140,000 13
140,001 - 150,000 14
150,001 and over 15
Privacy Act and Paperwork Reduction Act Notice. We ask for the information on this You are not required to provide the information requested on a form that is subject to the

form to carry out the Internal Revenue laws of the United States. Internal Revenue Code
sections 3402(f)(2) and 6109 and their regulations require you to provide this information; your
employer uses it to determine your federal income tax withholding. Failure to provide a
properly completed form will result in your being treated as a single person who claims no

withholdi

uses of this information include giving it to the Department of Justice for civil and criminal

litigation;

ng allowances; providing fraudulent information may subject you to penalties. Routine

to cities, states, the District of Columbia, and U.S. commonwealths and possessions return.

for use in administering their tax laws; and to the Department of Health and Human Services

for use in the National Directory of New Hires. We may also disclose this information to other

countries under a tax treaty, to federal and state agencies to enforce federal nontax criminal See the instructions for your income tax return.
laws, or to federal law enforcement and intelligence agencies to combat terrorism.

Paperwork Reduction Act unless the form displays a valid OMB control number. Books or
records relating to a form or its instructions must be retained as long as their contents may
become material in the administration of any Internal Revenue law. Generally, tax returns and
return information are confidential, as required by Code section 6103.

The average time and expenses required to complete and file this form will vary depending
on individual circumstances. For estimated averages, see the instructions for your income tax

If you have suggestions for making this form simpler, we would be happy to hear from you.
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Department of Homeland Security OMB No. 1615-0047
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Read all instructions carefully before completing this form.

Anti-Discrimination Notice. It is illegal to discriminate against any work-authorized individual in hiring, discharge,
recruitment or referral for a fee, or in the employment eligibility verification (Form 1-9 and E-Verify) process based on
that individual's citizenship status, immigration status or national origin. Employers CANNOT specify which
document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented
has a future expiration date may also constitute illegal discrimination. For more information, call the Office of Special
Counsel for Immigration-Related Unfair Employment Practices (OSC) at 1-800-255-7688 (employees), 1-800-255-8155
(employers), or 1-800-237-2515 (TDD), or visit www.justice.gov/crt/about/osc.

What Is the Purpose of This Form?

Employers must complete Form 1-9 to document verification of the identity and employment authorization of each new
employee (both citizen and noncitizen) hired after November 6, 1986, to work in the United States. In the Commonwealth
of the Northern Mariana Islands (CNMI), employers must complete Form 1-9 to document verification of the identity and
employment authorization of each new employee (both citizen and noncitizen) hired after November 27, 2011. Employers
should have used Form 1-9 CNMI between November 28, 2009 and November 27, 2011.

General Instructions

Employers are responsible for completing and retaining Form 1-9. For the purpose of completing this form, the term
"employer" means all employers, including those recruiters and referrers for a fee who are agricultural associations,
agricultural employers, or farm labor contractors.

Form 1-9 is made up of three sections. Employers may be fined if the form is not complete. Employers are responsible for
retaining completed forms. Do not mail completed forms to U.S. Citizenship and Immigration Services (USCIS) or
Immigration and Customs Enforcement (ICE).

Section 1. Employee Information and Attestation

Newly hired employees must complete and sign Section 1 of Form 1-9 no later than the first day of employment.
Section 1 should never be completed before the employee has accepted a job offer.

Provide the following information to complete Section 1:

Name: Provide your full legal last name, first name, and middle initial. Your last name is your family name or
surname. If you have two last names or a hyphenated last name, include both names in the last name field. Your first
name is your given name. Your middle initial is the first letter of your second given name, or the first letter of your
middle name, if any.

Other names used: Provide all other names used, if any (including maiden name). If you have had no other legal
names, write "N/A."

Address: Provide the address where you currently live, including Street Number and Name, Apartment Number (if
applicable), City, State, and Zip Code. Do not provide a post office box address (P.O. Box). Only border commuters
from Canada or Mexico may use an international address in this field.

Date of Birth: Provide your date of birth in the mm/dd/yyyy format. For example, January 23, 1950, should be
written as 01/23/1950.

U.S. Social Security Number: Provide your 9-digit Social Security number. Providing your Social Security number
is voluntary. However, if your employer participates in E-Verify, you must provide your Social Security number.

E-mail Address and Telephone Number (Optional): You may provide your e-mail address and telephone

number. Department of Homeland Security (DHS) may contact you if DHS learns of a potential mismatch between
the information provided and the information in DHS or Social Security Administration (SSA) records. You may write
"N/A" if you choose not to provide this information.

, EMPLOYERS MUST RETAIN COMPLETED FORM 1-9
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All employees must attest in Section 1, under penalty of perjury, to their citizenship or immigration status by checking
one of the following four boxes provided on the form:

1. A citizen of the United States

2. A noncitizen national of the United States: Noncitizen nationals of the United States are persons born in American
Samoa, certain former citizens of the former Trust Territory of the Pacific Islands, and certain children of noncitizen
nationals born abroad.

3. A lawful permanent resident: A lawful permanent resident is any person who is not a U.S. citizen and who resides
in the United States under legally recognized and lawfully recorded permanent residence as an immigrant. The term
"lawful permanent resident" includes conditional residents. If you check this box, write either your Alien Registration
Number (A-Number) or USCIS Number in the field next to your selection. At this time, the USCIS Number is the
same as the A-Number without the "A" prefix.

4. An alien authorized to work: If you are not a citizen or national of the United States or a lawful permanent resident,
but are authorized to work in the United States, check this box.

If you check this box:

a. Record the date that your employment authorization expires, if any. Aliens whose employment authorization does
not expire, such as refugees, asylees, and certain citizens of the Federated States of Micronesia, the Republic of the
Marshall Islands, or Palau, may write "N/A" on this line.

b. Next, enter your Alien Registration Number (A-Number)/USCIS Number. At this time, the USCIS Number is the
same as your A-Number without the "A" prefix. If you have not received an A-Number/USCIS Number, record
your Admission Number. You can find your Admission Number on Form 1-94, "Arrival-Departure Record,” or as
directed by USCIS or U.S. Customs and Border Protection (CBP).

(1) If you obtained your admission number from CBP in connection with your arrival in the United States, then
also record information about the foreign passport you used to enter the United States (hnumber and country of
issuance).

(2) If you obtained your admission number from USCIS within the United States, or you entered the United States
without a foreign passport, you must write "N/A™ in the Foreign Passport Number and Country of Issuance
fields.

Sign your name in the "Signature of Employee" block and record the date you completed and signed Section 1. By signing
and dating this form, you attest that the citizenship or immigration status you selected is correct and that you are aware
that you may be imprisoned and/or fined for making false statements or using false documentation when completing this
form. To fully complete this form, you must present to your employer documentation that establishes your identity and
employment authorization. Choose which documents to present from the Lists of Acceptable Documents, found on the
last page of this form. You must present this documentation no later than the third day after beginning employment,
although you may present the required documentation before this date.

Preparer and/or Translator Certification

The Preparer and/or Translator Certification must be completed if the employee requires assistance to complete Section 1
(e.g., the employee needs the instructions or responses translated, someone other than the employee fills out the
information blocks, or someone with disabilities needs additional assistance). The employee must still sign Section 1.

Minors and Certain Employees with Disabilities (Special Placement)

Parents or legal guardians assisting minors (individuals under 18) and certain employees with disabilities should review
the guidelines in the Handbook for Employers: Instructions for Completing Form 1-9 (M-274) on www.uscis.gov/
1-9Central before completing Section 1. These individuals have special procedures for establishing identity if they cannot
present an identity document for Form 1-9. The special procedures include (1) the parent or legal guardian filling out
Section 1 and writing "minor under age 18" or "special placement,” whichever applies, in the employee signature block;
and (2) the employer writing "minor under age 18" or "special placement” under List B in Section 2.
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Section 2. Employer or Authorized Representative Review and Verification

Before completing Section 2, employers must ensure that Section 1 is completed properly and on time. Employers may
not ask an individual to complete Section 1 before he or she has accepted a job offer.

Employers or their authorized representative must complete Section 2 by examining evidence of identity and employment
authorization within 3 business days of the employee's first day of employment. For example, if an employee begins
employment on Monday, the employer must complete Section 2 by Thursday of that week. However, if an employer hires
an individual for less than 3 business days, Section 2 must be completed no later than the first day of employment. An
employer may complete Form 1-9 before the first day of employment if the employer has offered the individual a job and
the individual has accepted.

Employers cannot specify which document(s) employees may present from the Lists of Acceptable Documents, found on
the last page of Form 1-9, to establish identity and employment authorization. Employees must present one selection from
List A OR a combination of one selection from List B and one selection from List C. List A contains documents that
show both identity and employment authorization. Some List A documents are combination documents. The employee
must present combination documents together to be considered a List A document. For example, a foreign passport and a
Form 1-94 containing an endorsement of the alien's nonimmigrant status must be presented together to be considered a
List A document. List B contains documents that show identity only, and List C contains documents that show
employment authorization only. If an employee presents a List A document, he or she should not present a List B and List
C document, and vice versa. If an employer participates in E-Verify, the List B document must include a photograph.

In the field below the Section 2 introduction, employers must enter the last name, first name and middle initial, if any, that
the employee entered in Section 1. This will help to identify the pages of the form should they get separated.

Employers or their authorized representative must:

1. Physically examine each original document the employee presents to determine if it reasonably appears to be genuine
and to relate to the person presenting it. The person who examines the documents must be the same person who signs
Section 2. The examiner of the documents and the employee must both be physically present during the examination
of the employee's documents.

2. Record the document title shown on the Lists of Acceptable Documents, issuing authority, document number and
expiration date (if any) from the original document(s) the employee presents. You may write "N/A" in any unused
fields.

If the employee is a student or exchange visitor who presented a foreign passport with a Form 1-94, the employer
should also enter in Section 2:

a. The student's Form 1-20 or DS-2019 number (Student and Exchange Visitor Information System-SEVIS Number);
and the program end date from Form 1-20 or DS-2019.

3. Under Certification, enter the employee's first day of employment. Temporary staffing agencies may enter the first day
the employee was placed in a job pool. Recruiters and recruiters for a fee do not enter the employee's first day of
employment.

4. Provide the name and title of the person completing Section 2 in the Signature of Employer or Authorized
Representative field.

5. Sign and date the attestation on the date Section 2 is completed.
6. Record the employer's business name and address.

7. Return the employee's documentation.

Employers may, but are not required to, photocopy the document(s) presented. If photocopies are made, they should be
made for ALL new hires or reverifications. Photocopies must be retained and presented with Form 1-9 in case of an
inspection by DHS or other federal government agency. Employers must always complete Section 2 even if they
photocopy an employee's document(s). Making photocopies of an employee's document(s) cannot take the place of
completing Form 1-9. Employers are still responsible for completing and retaining Form 1-9.
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Unexpired Documents

Generally, only unexpired, original documentation is acceptable. The only exception is that an employee may present a
certified copy of a birth certificate. Additionally, in some instances, a document that appears to be expired may be
acceptable if the expiration date shown on the face of the document has been extended, such as for individuals with
temporary protected status. Refer to the Handbook for Employers: Instructions for Completing Form 1-9 (M-274) or 1-9
Central (www.uscis.gov/I-9Central) for examples.

Receipts

If an employee is unable to present a required document (or documents), the employee can present an acceptable receipt in
lieu of a document from the Lists of Acceptable Documents on the last page of this form. Receipts showing that a person
has applied for an initial grant of employment authorization, or for renewal of employment authorization, are not
acceptable. Employers cannot accept receipts if employment will last less than 3 days. Receipts are acceptable when
completing Form 1-9 for a new hire or when reverification is required.

Employees must present receipts within 3 business days of their first day of employment, or in the case of reverification,
by the date that reverification is required, and must present valid replacement documents within the time frames described
below.

There are three types of acceptable receipts:

1. A receipt showing that the employee has applied to replace a document that was lost, stolen or damaged. The
employee must present the actual document within 90 days from the date of hire.

2. The arrival portion of Form 1-94/1-94A with a temporary 1-551 stamp and a photograph of the individual. The
employee must present the actual Permanent Resident Card (Form 1-551) by the expiration date of the temporary
I-551 stamp, or, if there is no expiration date, within 1 year from the date of issue.

3. The departure portion of Form 1-94/1-94A with a refugee admission stamp. The employee must present an unexpired
Employment Authorization Document (Form 1-766) or a combination of a List B document and an unrestricted Social
Security card within 90 days.

When the employee provides an acceptable receipt, the employer should:
1. Record the document title in Section 2 under the sections titled List A, List B, or List C, as applicable.

2. Write the word "receipt™ and its document number in the "Document Number" field. Record the last day that the
receipt is valid in the "Expiration Date" field.

By the end of the receipt validity period, the employer should:

1. Cross out the word "receipt™ and any accompanying document number and expiration date.

2. Record the number and other required document information from the actual document presented.
3. Initial and date the change.

See the Handbook for Employers: Instructions for Completing Form 1-9 (M-274) at www.uscis.gov/I1-9Central for more
information on receipts.

Section 3. Reverification and Rehires

Employers or their authorized representatives should complete Section 3 when reverifying that an employee is authorized
to work. When rehiring an employee within 3 years of the date Form 1-9 was originally completed, employers have the
option to complete a new Form I-9 or complete Section 3. When completing Section 3 in either a reverification or rehire
situation, if the employee's name has changed, record the name change in Block A.

For employees who provide an employment authorization expiration date in Section 1, employers must reverify
employment authorization on or before the date provided.
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Some employees may write "N/A" in the space provided for the expiration date in Section 1 if they are aliens whose
employment authorization does not expire (e.g., asylees, refugees, certain citizens of the Federated States of Micronesia,
the Republic of the Marshall Islands, or Palau). Reverification does not apply for such employees unless they chose to
present evidence of employment authorization in Section 2 that contains an expiration date and requires reverification,
such as Form 1-766, Employment Authorization Document.

Reverification applies if evidence of employment authorization (List A or List C document) presented in Section 2
expires. However, employers should not reverify:

1. U.S. citizens and noncitizen nationals; or
2. Lawful permanent residents who presented a Permanent Resident Card (Form 1-551) for Section 2.
Reverification does not apply to List B documents.

If both Section 1 and Section 2 indicate expiration dates triggering the reverification requirement, the employer should
reverify by the earlier date.

For reverification, an employee must present unexpired documentation from either List A or List C showing he or she is
still authorized to work. Employers CANNOT require the employee to present a particular document from List A or List
C. The employee may choose which document to present.

To complete Section 3, employers should follow these instructions:
1. Complete Block A if an employee's name has changed at the time you complete Section 3.

2. Complete Block B with the date of rehire if you rehire an employee within 3 years of the date this form was originally
completed, and the employee is still authorized to be employed on the same basis as previously indicated on this form.
Also complete the "Signature of Employer or Authorized Representative™ block.

3. Complete Block C if:

a. The employment authorization or employment authorization document of a current employee is about to expire and
requires reverification; or

b. You rehire an employee within 3 years of the date this form was originally completed and his or her employment
authorization or employment authorization document has expired. (Complete Block B for this employee as well.)

To complete Block C:

a. Examine either a List A or List C document the employee presents that shows that the employee is currently
authorized to work in the United States; and

b. Record the document title, document number, and expiration date (if any).

4. After completing block A, B or C, complete the "Signature of Employer or Authorized Representative™ block,
including the date.

For reverification purposes, employers may either complete Section 3 of a new Form 1-9 or Section 3 of the previously
completed Form I-9. Any new pages of Form 1-9 completed during reverification must be attached to the employee's
original Form 1-9. If you choose to complete Section 3 of a new Form I-9, you may attach just the page containing
Section 3, with the employee's name entered at the top of the page, to the employee's original Form 1-9. If there is a
more current version of Form 1-9 at the time of reverification, you must complete Section 3 of that version of the form.

What Is the Filing Fee?

There is no fee for completing Form 1-9. This form is not filed with USCIS or any government agency. Form 1-9 must be
retained by the employer and made available for inspection by U.S. Government officials as specified in the ""USCIS
Privacy Act Statement'* below.

USCIS Forms and Information

For more detailed information about completing Form 1-9, employers and employees should refer to the Handbook for
Employers: Instructions for Completing Form 1-9 (M-274).

Form I-9 Instructions 03/08/13 N Page 50f 9





You can also obtain information about Form 1-9 from the USCIS Web site at www.uscis.gov/I-9Central, by e-mailing
USCIS at 1-9Central@dhs.gov, or by calling 1-888-464-4218. For TDD (hearing impaired), call 1-877-875-6028.

To obtain USCIS forms or the Handbook for Employers, you can download them from the USCIS Web site at www.uscis.
gov/forms. You may order USCIS forms by calling our toll-free number at 1-800-870-3676. You may also obtain forms
and information by contacting the USCIS National Customer Service Center at 1-800-375-5283. For TDD (hearing
impaired), call 1-800-767-1833.

Information about E-Verify, a free and voluntary program that allows participating employers to electronically verify the
employment eligibility of their newly hired employees, can be obtained from the USCIS Web site at www.dhs.gov/E-
Verify, by e-mailing USCIS at E-Verify@dhs.gov or by calling 1-888-464-4218. For TDD (hearing impaired), call
1-877-875-6028.

Employees with questions about Form 1-9 and/or E-Verify can reach the USCIS employee hotline by calling
1-888-897-7781. For TDD (hearing impaired), call 1-877-875-6028.

Photocopying and Retaining Form 1-9

A blank Form 1-9 may be reproduced, provided all sides are copied. The instructions and Lists of Acceptable Documents
must be available to all employees completing this form. Employers must retain each employee's completed Form 1-9 for
as long as the individual works for the employer. Employers are required to retain the pages of the form on which the
employee and employer enter data. If copies of documentation presented by the employee are made, those copies must
also be kept with the form. Once the individual's employment ends, the employer must retain this form for either 3 years
after the date of hire or 1 year after the date employment ended, whichever is later.

Form 1-9 may be signed and retained electronically, in compliance with Department of Homeland Security regulations at
8 CFR 274a.2.

USCIS Privacy Act Statement

AUTHORITIES: The authority for collecting this information is the Immigration Reform and Control Act of 1986,
Public Law 99-603 (8 USC 1324a).

PURPOSE: This information is collected by employers to comply with the requirements of the Immigration Reform and
Control Act of 1986. This law requires that employers verify the identity and employment authorization of individuals
they hire for employment to preclude the unlawful hiring, or recruiting or referring for a fee, of aliens who are not
authorized to work in the United States.

DISCLOSURE: Submission of the information required in this form is voluntary. However, failure of the employer to
ensure proper completion of this form for each employee may result in the imposition of civil or criminal penalties. In
addition, employing individuals knowing that they are unauthorized to work in the United States may subject the
employer to civil and/or criminal penalties.

ROUTINE USES: This information will be used by employers as a record of their basis for determining eligibility of an
employee to work in the United States. The employer will keep this form and make it available for inspection by
authorized officials of the Department of Homeland Security, Department of Labor, and Office of Special Counsel for
Immigration-Related Unfair Employment Practices.

Paperwork Reduction Act

An agency may not conduct or sponsor an information collection and a person is not required to respond to a collection of
information unless it displays a currently valid OMB control number. The public reporting burden for this collection of
information is estimated at 35 minutes per response, including the time for reviewing instructions and completing and
retaining the form. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to: U.S. Citizenship and Immigration Services, Regulatory Coordination
Division, Office of Policy and Strategy, 20 Massachusetts Avenue NW, Washington, DC 20529-2140; OMB No.
1615-0047. Do not mail your completed Form 1-9 to this address.
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Employment Eligibility Verification USCIS

. Form 1-9
Department of Homeland Security

. . N 4 OMB No. 1615-0047
U.S. Citizenship and Immigration Services Expires 03/31/2016

»START HERE. Read instructions carefully before completing this form. The instructions must be available during completion of this form.
ANTI-DISCRIMINATION NOTICE: ltis illegal to discriminate against work-authorized individuals. Employers CANNOT specify which

document(s) they will accept from an employee. The refusal to hire an individual because the documentation presented has a future
expiration date may also constitute illegal discrimination.

Section 1. Employee Information and Attestation (Employees must complete and sign Section 1 of Form I-9 no later
than the first day of employment, but not before accepting a job offer.)

Last Name (Family Name)

First Name (Given Name) Middle Initial | Other Names Used (if any)

Address (Street Number and Name) Apt. Number City or Town State Zip Code

Date of Birth (mm/dd/yyyy) |U.S. Social Security Number | E-mail Address

I am aware that federal law provides for imprisonment and/or fines for false statements or use of false documents in
connection with the completion of this form.

Telephone Number

| attest, under penalty of perjury, that | am (check one of the following):
|:| A citizen of the United States

|:| A noncitizen national of the United States (See instructions)

|:| A lawful permanent resident (Alien Registration Number/USCIS Number):

|:| An alien authorized to work until (expiration date, if applicable, mm/dd/yyyy)

. Some aliens may write "N/A" in this field.
(See instructions)

For aliens authorized to work, provide your Alien Registration Number/USCIS Number OR Form 1-94 Admission Number:
1. Alien Registration Number/USCIS Number:
3-D Barcode
OR Do Not Write in This Space
2. Form 1-94 Admission Number:

If you obtained your admission number from CBP in connection with your arrival in the United
States, include the following:

Foreign Passport Number:

Country of Issuance:

Some aliens may write "N/A" on the Foreign Passport Number and Country of Issuance fields. (See instructions)

Signature of Employee: Date (mm/dd/yyyy):

Preparer and/or Translator Certification (To be completed and signed if Section 1 is prepared by a person other than the
employee.)

| attest, under penalty of perjury, that | have assisted in the completion of this form and that to the best of my knowledge the
information is true and correct.

Signature of Preparer or Translator: Date (mm/dd/yyyy):

Last Name (Family Name) First Name (Given Name)

Address (Street Number and Name) City or Town State Zip Code

@ Employer Completes Next Page @
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Section 2. Employer or Authorized Representative Review and Verification
(Employers or their authorized representative must complete and sign Section 2 within 3 business days of the employee's first day of employment. You
must physically examine one document from List A OR examine a combination of one document from List B and one document from List C as listed on
the "Lists of Acceptable Documents" on the next page of this form. For each document you review, record the following information: document title,

issuing authority, document number, and expiration date, if any.)

Employee Last Name, First Name and Middle Initial from Section 1:

List A

Identity and Employment Authorization

OR List B

Identity

AND

ListC
Employment Authorization

Document Title:

Document Title:

Document Title:

Issuing Authority:

Issuing Authority:

Issuing Authority:

Document Number:

Document Number:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Expiration Date (if any)(mm/dd/yyyy):

Expiration Date (if any)(mm/dd/yyyy):

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):
3-D Barcode
Do Not Write in This Space

Document Title:

Issuing Authority:

Document Number:

Expiration Date (if any)(mm/dd/yyyy):

Certification

| attest, under penalty of perjury, that (1) | have examined the document(s) presented by the above-named employee, (2) the
above-listed document(s) appear to be genuine and to relate to the employee named, and (3) to the best of my knowledge the
employee is authorized to work in the United States.

The employee's first day of employment (mm/dd/yyyy): (See instructions for exemptions.)

Date (mm/dd/yyyy) Title of Employer or Authorized Representative

Signature of Employer or Authorized Representative

Last Name (Family Name) First Name (Given Name) Employer's Business or Organization Name

Employer's Business or Organization Address (Street Number and Name) | City or Town State Zip Code

Section 3. Reverification and Rehires (To be completed and signed by employer or authorized representative.)
A. New Name (if applicable) Last Name (Family Name) First Name (Given Name) Middle Initial |B. Date of Rehire (if applicable) (mm/dd/yyyy):

C. If employee's previous grant of employment authorization has expired, provide the information for the document from List A or List C the employee
presented that establishes current employment authorization in the space provided below.

Document Title: Document Number: Expiration Date (if any)(mm/dd/yyyy):

| attest, under penalty of perjury, that to the best of my knowledge, this employee is authorized to work in the United States, and if
the employee presented document(s), the document(s) | have examined appear to be genuine and to relate to the individual.

Signature of Employer or Authorized Representative: Date (mm/dd/yyyy): Print Name of Employer or Authorized Representative:
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LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A
or a combination of one selection from List B and one selection from List C.

LIST A LIST B LIST C
Documents that Establish Documents that Establish Documents that Establish
Both Identity and Identity Employment Authorization
Employment Authorization OR AND

=

U.S. Passport or U.S. Passport Card 1. Driver's license or ID card issued by a
State or outlying possession of the
United States provided it contains a
photograph or information such as
name, date of birth, gender, height, eye

color, and address

1. A Social Security Account Number
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT
(2) VALID FOR WORK ONLY WITH

2. Permanent Resident Card or Alien
Registration Receipt Card (Form |-551)

3. Foreign passport that contains a

temporary I-551 stamp or temporary INS AUTHORIZATION
I-551 prin_ted r_10tation_ on a machine- 2. ID card issued by federal, state or local (3) VALID FOR WORK ONLY WITH
readable immigrant visa government agencies or entities, DHS AUTHORIZATION

provided it contains a photograph or
information such as name, date of birth, | 2.
gender, height, eye color, and address

4. Employment Authorization Document
that contains a photograph (Form

Certification of Birth Abroad issued
by the Department of State (Form

1-766) FS-545)
3. School ID card with a photograph o .

5. For a nonimmigrant alien authorized 3. Certification of Report of Birth
to work for a specific employer 4. Voter's registration card issued by the Department of State
because of his or her status: — (Form DS-1350)

) 5. U.S. Military card or draft record — — -
a. Foreign passport; and 4. Original or certified copy of birth
b. Form 1-94 or Form [-94A that has 6. Military dependent's ID card gg[}gliatri&?\?;zgl?u?hirﬁ;e’or
the following: 7. U.S. Coast Guard Merchant Mariner territory of the United States
(1) Thg same name as the passport; Card bearing an official seal
an
8.

(2) An endorsement of the alien's Native American tribal document 5. Native American tribal document

nonimmigrant status as |0ng as 9. Driver's license issued by a Canadian
that period of endorsement has government authority

not yet expired and the 7.
proposed employment is not in For persons under age 18 who are
conflict with any restrictions or unable to present a document
limitations identified on the form. listed above:

6. U.S. Citizen ID Card (Form 1-197)

Identification Card for Use of
Resident Citizen in the United
States (Form [-179)

8. Employment authorization
document issued by the
Department of Homeland Security

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Islands (RMI) with Form
1-94 or Form 1-94A indicating
nonimmigrant admission under the
Compact of Free Association Between
the United States and the FSM or RMI

10. School record or report card

11. Clinic, doctor, or hospital record

12. Day-care or nursery school record

Illustrations of many of these documents appear in Part 8 of the Handbook for Employers (M-274).

Refer to Section 2 of the instructions, titled "Employer or Authorized Representative Review
and Verification," for more information about acceptable receipts.
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-
Cardholder Application

Credit

Declining Balance DRe-check I:I
1 CLIENT INFORMATION

Small Business Administration
Agency Name*
70611

Company Number*

2 APPLICANT INFORMATION

Full First Name*

Last 4 of current
account number

[l

6928
Bank Number*

Initial  Last Name*

Name as it will appear on Card* (If different than name above) (21 Character Limit)

N
J.PMorgan
IBA Travel D Integrated D Purchase D Fleet DCBA Travel

If you are requesting that the Bank issue a commercial card in your name, by completing this application
you authorize us, when we deem it appropriate, to investigate your credit history for the purpose of account
establishment or card issuance and for subsequent credit inquiries should a card be issued in your name. If
this application is approved for the establishment of any Account listed above, you agree to be bound by the
Agreement governing use of the Account which will be provided to you or your Organization in connection
with Account opening. You also understand the Account is to be used for government purposes only and not
for personal use. We are required by law to obtain, verify and record information that identifies each person
or business that opens a new Account. By completing or otherwise providing this application and/ or the
information on it, you agree to provide and consent to us obtaining, from third parties if necessary your name,
residential address, date of birth and social security number to verify your identity. When you give us your
mobile phone number, you are giving permission to be contacted at that number by automatic telephone
dialing systems, text messages, and artificial or prerecorded voice messages concerning this Account sent
from us and our representatives. Message and data rates may apply. In this application, the terms “Bank,”
“we,” and “us” refer to JPMorgan Chase Bank, N.A. and Chase Bank USA, N.A. and their affiliates.

X

APPLICANT SIGNATURE*

X

DATE*
Use Today's Date

Street Address (25 character limit including spaces)

Street Address Line 2

City State/Province Zip / Postal Code

Country
7 CONTACT INFORMATION

Business Telephone*

Country of Citizenship

Home Telephone

Employee ID Mobile Phone Number

Business Contact Email Address

N\

* Denotes required field

Name Line 2 (embossed under cardholder name) (21 Character Limit) APPROVER/SUPERVISOR SIGNATURE DATE
3 ACCOUNT SPEND LIMITS/CONTROLS ff )
9 A/OPC Use Only
Unrestricted Restricted Not Applicable
Spend Limit D Spend Limit D spend imts wil | B $ 0233 A
. . . o ! f ccess
(Selecting this option (No credit review. be assigned in o N . D
will initiate a credit Alternate credit Section 9) Spend Limit Single Purchase Limit Agent ID Checks:
review on IBA Travel/ review by agency) 10037
Integrated apps)
Site ID Field Accounting Code/Cost Center
Tax . N
4 ACCOUNT SECURITY et [ ] ndioater oot produc codess L1 _J[_J[_J[ ][]
Flag Status Blank (B) 1 2 383 4 5 6
Include (1)
- - - - Merchant Category Exclude(E)  Single Cycle Daily Cycle
Social Security Number* Security Identifier * .
(Required for IBA Travel and OR (Enter 4 numeric digits if Code Group Divert (D) Purchase Spend Trans Trans
Integrated card applications) Social Security Number is not provided)* | | |B | |$ | |$ | | | | |
Date of Birth (MM/DD/YYYY)* Mother's Maiden Name/Password | | |B | |$ | |$ | | | | |
(Date of birth or mother's maiden (Enter 4 characters - first 4 letters of mother's
name/password is required) maiden name or 4 digit/letter password)* | | | | |$ | |$ | | | | |
5 STATEMENT / CARD DELIVERY ADDRESS — required ] | [ b s | | |
| | | S |
Street Address*
| | T |
Street Address Line 2
| | I | | |
City* State/Province* Zip / Postal Code* | | | | |$ | |$ | | | | |
oy | | O | |
Diversion Account Number:
6 HOME ADDRESS — Optional Hierarchy Level: Level 1* 31000 Level 2 41000 Level 3
Level 4 Level 5 Level 6 Level 7

>By submitting this request for commercial card issuance to the Bank for the applicant named herein, the
undersigned, a duly authorized representative of the Client, does hereby (1) represent and warrant that the
Client has used commercially reasonable efforts to ensure that such applicant (and others whom the Client
authorizes to use the Account) is not identified on a prohibited government sanctions list, or otherwise
subject to a sanctions program applicable to the Client, (2) certify that the information in this application and
the supporting documentation is accurate, (3) certify that the true identity of the aforementioned applicant
has been verified and that the applicant is an employee or agent of the Client and has been duly authorized
to apply for and use the Card to incur expenses on behalf of the Client and (4) certify that the applicant(s)
named herein have consented to the provision of his/her/their information in this Application. The Client
shall maintain, for the duration of its Card program, evidence of the applicant’s consent to the provision of
their information in this Application.

Rush
Delivery
Non P.O.

A/OPC NAME (PRINTED) Use Today's Date

X

A/OPC SIGNATURE

Required for
Delivery

US_FCM_P0713

DATE

Program Administrator (Authorized Signer) Submit Application to:

L Email: CCS-Account-Services@jpmchase.com Fax: 888-297-0785

¢

Box Address

y

%






Line 1

“
=’ pMorganChase

JPMC Cardholder Application Instructions

CLIENT INFORMATION

Agency Name * Small Business Administration

Company Number* 70611 Bank Number* 6928

Line 2

Line 3

APPLICANT INFORMATION - (21) characters limit INCLUDES spaces
ACCOUNT SPEND LIMITS/CONTROLS

*Determined by credit score furnished by HR (enter color code coordinating to credit score in this space)

Line 4

Line 5
Line 6
Line 7
Line 8
Line 9

ACCOUNT SECURITY- Enter full Social Security (or 4 numeric digits if SSN not provided)

Date of Birth- (MM/DD/YYYY) Password- Mother's Maiden name (first 41etters or digit/letter)
STATEMENT/ CARD DELIVERY ADDRESS- REQUIRED (PO Boxes are restricted)

HOME ADDRESS- OPTIONAL (25) character limit INCLUDES spaces

CONTACT INFORMATION- Business/home/mobile phones & Personal email

APPLICANT AUTHORIZATIONS -Signature & Date

A/OPC USE ONLY (Hierarchy Level3- HR to fill in level)

HIERARCHY LEVEL 3

Enter one of the following numbers in Hierarchy Level3:

51002
51003
51004
51005
51006
51007
51008
51009
51010

Damage Verification Center- Loss Verification

Customer Service- Disaster Reservist

C/0 Headquarters (Washington DC)

Administrative Service Center (ASC & ODP- Herndon, VA)
Customer Service Center- (CSC- Buffalo, NY)

Field Operation Center- East (FOCE- Atlanta, GA)
Processing Disbursement Center (PDC- Ft Worth, TX)

Field Operation Center- West (FOCW- Citrus Heights, CA)
Disaster Credit Management System- (DCMS- Herndon, VA)

*CREDIT WORTHINESS- Done by ASC with score provided by HR

Enter color coordinated to credit score

Green

660 and above- Standard Account

Yellow 500- 659- Restricted Account

Red

499





		IBA Disaster Travel (4)

		JP Morgan Chase Credit Card Instructions



		Type: IBA Travel

		Last 4 of Current Account Number: 

		Agency Name: Small Business Administration

		Company Number: 70611

		Bank Number: 6928

		First Name: 

		Initial: 

		Last Name: 

		Name as it will appear on card: 

		Name line 2 embossed under cardholder name: 

		Account Spend Limit: Off

		Social Security Number: 

		Security Identifier: 

		Date of Birth: 

		Mother's Maiden Name / Password: 

		Street Address - for Statement if different: 

		Street Address Line 2 - for Statement if different: 

		City - for Statement if different: 

		State/Province - for Statement if different: 

		Zip/Postal Code - for Statement if different: 

		Country - for Statement if different: 

		Street Address: 

		Street Address Line 2: 

		City: 

		State/Province: 

		Zip/Postal Code: 

		Country: 

		Country of Citizenship: 

		Business Telephone: 

		Home Telephone: 

		Employee ID: 

		Mobile Phone Number: 

		Business Contact Email Address: 

		Approver / Supervisor: 

		Approver/Supervisor Signature Date: 

		Spend Limit: 

		Single Purchase Limit: 

		Agent ID: 0233

		Access Checks: Off

		Site ID Field: 10037

		Accounting Code / Cost Center: 

		Tax Exempt Flag: 

		Tax Exempt Status: 

		Fleet Product Code 1: 

		Fleet Product Code 2: 

		Fleet Product Code 3: 

		Fleet Product Code 4: 

		Fleet Product Code 5: 

		Fleet Product Code 6: 

		MCCG #1: 

		Select B, I, E or D 1: [B]

		Single Purchase 1: 

		Cycle Spend 1: 

		Daily Trans 1: 

		Cycle Trans 1: 

		MCCG #2: 

		Select B, I, E or D 2: [B]

		Single Purchase 2: 

		Cycle Spend 2: 

		Daily Trans 2: 

		Cycle Trans 2: 

		MCCG #3: 

		Select B, I, E or D 3: []

		Single Purchase 3: 

		Cycle Spend 3: 

		Daily Trans 3: 

		Cycle Trans 3: 

		MCCG #4: 

		Select B, I, E or D 4: []

		Single Purchase 4: 

		Cycle Spend 4: 

		Daily Trans 4: 

		Cycle Trans 4: 

		MCCG #5: 

		Select B, I, E or D 5: []

		Single Purchase 5: 

		Cycle Spend 5: 

		Daily Trans 5: 

		Cycle Trans 5: 

		MCCG #6: 

		Select B, I, E or D 6: []

		Single Purchase 6: 

		Cycle Spend 6: 

		Daily Trans 6: 

		Cycle Trans 6: 

		MCCG #7: 

		Select B, I, E or D 7: []

		Single Purchase 7: 

		Cycle Spend 7: 

		Daily Trans 7: 

		Cycle Trans 7: 

		MCCG #8: 

		Select B, I, E or D 8: []

		Single Purchase 8: 

		Cycle Spend 8: 

		Daily Trans 8: 

		Cycle Trans 8: 

		MCCG #9: 

		Select B, I, E or D 9: []

		Single Purchase 9: 

		Cycle Spend 9: 

		Daily Trans 9: 

		Cycle Trans 9: 

		Diversion Account Number: 

		Hierarchy Level 1: 31000

		Hierarchy Level 2: 41000

		Hierarchy Level 3: 

		Hierarchy Level 4: 

		Hierarchy Level 5: 

		Hierarchy Level 6: 

		Hierarchy Level 7: 

		A/OPC Name Printed: 

		Rush Delivery: Off

		Fill date: 

		A/OPC Signature: 

		A/OPC Signature Date: 






(To be retained by the personnel office)

For Review and Signature by New Hires at Orientation

New appointees: We have found that one of the
things that can make the job go smoother is for
everyone to be fully familiar with the rules and
guidelines which govern Federal employment.
Therefore, you will be asked to review and initial the
following. One copy will be maintained in the
Personnel Office, and one will be given to you.

Manual: My signature below indicates that | have
received a copy of the Orientation for New Employees.
| understand that | must read these upon entering on
duty and that | will be held accountable for adhering to
its contents during my tenure with the SBA. If | have
any questions concerning provisions or applicability, |
will immediately contact my supervisor or the
Personnel Office. (Employee Initials)

General Office Rules: | understand that | am
responsible for arriving at work on time; signing in and
out accurately; notifying and talking to my supervisor
directly as soon as possible, but not more than 2 hours
after my scheduled start time if | cannot be at work;
and submitting a completed leave slip as soon as | am
at work. (Employee Initials)

Sexual Harassment is a form of discrimination and, as
such, has no place at work. | understand that at SBA
we are committed to providing a harassment-free
environment. | will report it immediately if | or another
individual are the recipient of unwanted personal
attention. | understand that | am also to follow some
simple basic principles in the work place, such as not
discussing items of a sexual nature in the office,
making lewd or demeaning comments, telling jokes of
a sexual nature, repeatedly asking someone out, etc.
(Employee Initials)

Internet/Intranet/E-mail: | understand that | am
expected to use all Government resources, including
the internet and e-mail, in a professional manner and
for professional work, and refrain from activities that
are inappropriate or offensive. This includes sexually
explicit material and materials that ridicule others
based on race, creed, religion, color, age, sex,
disability, national origin, or sexual orientation. | am
also aware that | do not have a right to or expectation
of privacy while using office equipment.
(Employee Initials)

Travel Cards, Travel Vouchers, Direct Pay: |
understand that | am responsible for using this card for
official purposes only, ensuring that | do not exceed my
ATM limit, filing timely and accurate vouchers, and
paying my travel card on time. | also understand
that | must ensure plane fare, lodging, rental car, ATM

withdrawals, and other expenses incurred on my card
are designated as direct pay.
(Employee Initials)

Unemployment Insurance: If | applied for or have
been receiving Unemployment Insurance benefit
payments, it is my responsibility, under penalty of law,
to notify the appropriate local office, in writing, to
discontinue the issuance of Unemployment Insurance
checks now that | am employed. | realize that failure on
my part to notify the State agency can result in a
penalty such as a fine, imprisonment, or both.
(Employee Initials)

Standards of Conduct: | acknowledge receipt of the

fact sheet on ethical conduct, standards of conduct and

examples of misconduct. I understand that | am

required to perform my duties and treat my co-workers

and supervisors in an ethical and professional manner,

and violations may result in conduct-based action.
(Employee Initials)

Equal Employment Opportunity: | understand that
by statute it is illegal to discriminate against employees
or applicants for employment on the bases of race,
color, religion, sex, national origin, disability, or age;
and that individuals who file complaints or participate in
an EEO investigation are protected from retaliation. |
understand that SOP 37 13 outlines the EEO program
and includes all timeframes which must be met for
timeliness in the complaint process, and which states
in part “aggrieved contacts EEO Counselor within 45
days of the date of the matter alleged to be
discriminatory, or in the case of a personnel action,
within 45 days of the effective date of the personnel
action”. (Employee Initials)

Employee Signature and Date

Printed Name of Employee

Position title Grade / step NTE Date

Annual Salary Hourly Rate Overtime Rate





(To be retained by the employee)

For Review and Signature by New Hires at Orientation

New appointees: We have found that one of the
things that can make the job go smoother is for
everyone to be fully familiar with the rules and
guidelines which govern Federal employment.
Therefore, you will be asked to review and initial the
following. One copy will be maintained in the
Personnel Office, and one will be given to you.

Manual: My signature below indicates that | have
received a copy of the Orientation for New Employees.
| understand that | must read these upon entering on
duty and that | will be held accountable for adhering to
its contents during my tenure with the SBA. If | have
any questions concerning provisions or applicability, |
will immediately contact my supervisor or the
Personnel Office. (Employee Initials)

General Office Rules: | understand that | am
responsible for arriving at work on time; signing in and
out accurately; notifying and talking to my supervisor
directly as soon as possible, but not more than 2 hours
after my scheduled start time if | cannot be at work;
and submitting a completed leave slip as soon as | am
at work. (Employee Initials)

Sexual Harassment is a form of discrimination and, as
such, has no place at work. | understand that at SBA
we are committed to providing a harassment-free
environment. | will report it immediately if | or another
individual are the recipient of unwanted personal
attention. | understand that | am also to follow some
simple basic principles in the work place, such as not
discussing items of a sexual nature in the office,
making lewd or demeaning comments, telling jokes of
a sexual nature, repeatedly asking someone out, etc.
(Employee Initials)

Internet/Intranet/E-mail: | understand that | am
expected to use all Government resources, including
the internet and e-mail, in a professional manner and
for professional work, and refrain from activities that
are inappropriate or offensive. This includes sexually
explicit material and materials that ridicule others
based on race, creed, religion, color, age, sex,
disability, national origin, or sexual orientation. | am
also aware that | do not have a right to or expectation
of privacy while using office equipment.
(Employee Initials)

Travel Cards, Travel Vouchers, Direct Pay: |
understand that | am responsible for using this card for
official purposes only, ensuring that | do not exceed my
ATM limit, filing timely and accurate vouchers, and
paying my travel card on time. | also understand
that | must ensure plane fare, lodging, rental car, ATM

withdrawals, and other expenses incurred on my card
are designated as direct pay.
(Employee Initials)

Unemployment Insurance: If | applied for or have
been receiving Unemployment Insurance benefit
payments, it is my responsibility, under penalty of law,
to notify the appropriate local office, in writing, to
discontinue the issuance of Unemployment Insurance
checks now that | am employed. | realize that failure on
my part to notify the State agency can result in a
penalty such as a fine, imprisonment, or both.
(Employee Initials)

Standards of Conduct: | acknowledge receipt of the

fact sheet on ethical conduct, standards of conduct and

examples of misconduct. | understand that | am

required to perform my duties and treat my co-workers

and supervisors in an ethical and professional manner,

and violations may result in conduct-based action.
(Employee Initials)

Equal Employment Opportunity: | understand that
by statute it is illegal to discriminate against employees
or applicants for employment on the bases of race,
color, religion, sex, national origin, disability, or age;
and that individuals who file complaints or participate in
an EEO investigation are protected from retaliation. |
understand that SOP 37 13 outlines the EEO program
and includes all timeframes which must be met for
timeliness in the complaint process, and which states
in part “aggrieved contacts EEO Counselor within 45
days of the date of the matter alleged to be
discriminatory, or in the case of a personnel action,
within 45 days of the effective date of the personnel
action”. (Employee Initials)

Employee Signature and Date

Printed Name of Employee

Position title Grade / step NTE Date

Annual Salary Hourly Rate Overtime Rate





		New Hire Orientation Review & Signature Pers

		New Hire Orientation Review & Signature Emp




U.S. Small Business Administration
Office of Disaster Assistance

EMPLOYMENT AGREEMENT

I understand that | have been employed by the U.S. Small Business Administration, Office of Disaster
Assistance, to fulfill its disaster relief responsibilities. My appointment type is:

Employee’s
(To be checked ) o initials (one
by ODP) Appointment Type and Description line only)
D CADRE: On-call employment with no time limit. Subject to the needs of
the Agency and level of disaster activity. May be released to non- pay
status, if necessary. >
D TERM: Initial appointment is made for more than one year. Subsequent

extensions may be made for more or less time, depending on the
projected needs of the Agency. May be released to non-pay status, if
necessary. May be extended for up to 4 years, depending on the
workload. >

D TEMPORARY: Initial appointments are normally made for 30 or 90 days
and extensions are based on several factors, including workload,
performance, conduct, and attendance. Employment may be terminated
at any time, for any business reason, and without regard to the
appointment not-to-exceed date. In cases of separation due to
expiration of appointment or termination due to lack of work, the Agency
will attempt to give at least 48 hour’s notice. —>

| understand that | may be required to work up to 14 hours per day, 7 days per week, and that my work
schedule, departmental assignment, and geographic location may be changed according to the needs of
the disaster program. | will report within 48 hours of natification to wherever assigned and make myself
available to be contacted at all times for such notifications. | will be available for work on a daily basis,
including week-ends and holidays, and will contact my supervisor in accordance with existing policies if |
am unable to report on time.

| further understand that an FBI fingerprint and name check will be conducted, as well as a National
Agency Check and Inquiry. If either of these background checks raises a question concerning my
suitability for Federal employment, | understand that additional information may be solicited from me or
other parties or that | may be terminated solely on the basis of the information provided by the
investigative agencies.

Employee’s signature and date signed Printed Name of Employee






FEDERAL EMPLOYEES RETIREMENT SYSTEM (FERS)
http://www.opm.gov/retirement-services/fers-information/

FEDERAL EMPLOYEES RETIREMENT SYSTEM

FERS is a defined benefit, contributory retirement system. Employees share in the
expense of the annuities to which they become entitled. This coverage provides benefits
for Immediate (age and service) and Deferred Retirement.

e [f your appointment type is not excluded by law or regulation, you are
required to be covered under the Federal Employees Retirement System.

e If you are eligible for FERS, you are automatically covered. You and your
agency contribute a percentage of your salary (this percentage is set by
law and regulation) into the plan. The contribution for new federal
employees is 3.1% of basic salary.

e Thereis a5 year (of creditable civilian service) vesting requirement to be
eligible for FERS benefits at retirement.

e There are several benchmarks available for retirement eligibility:

0 Age 62 with 5 years of creditable service

0 Age 60 with 20 years of creditable service

0 Minimum Retirement Age* and 30 years of creditable
service.

0 Minimum Retirement Age* and 10 years of creditable
service. **

e The basic FERS annuity is based on the employee’s length of service and
the “high-3" average salary. For most employees, the formula for
computing the annual annuity is 1 percent of average salary for each year
of creditable service.

e *Minimum Retirement Age (MRA) is determined by your date of birth. Please see
the following chart to figure your Minimum Retirement Age.

e **|fyou retire at the MRA with at least 10, but less than 30 years of service, your
benefit will be reduced by 5 percent a year for each year you are under 62, unless
you have 20 years of service and your benefit starts when you reach age 60 or later.



http://www.opm.gov/retirement-services/fers-information/



Eligibility Information

If you were born

[ Your MRA is

‘Before 1948

[E3

|

|

|
In 1948 |55 and 2 months |
lIn 1949 |55 and 4 months |
‘In 1950 HSS and 6 months ‘
‘In 1951 HSS and 8 months ‘
in 1952 |55 and 10 months |
lIn 1953-1964 |56 |
‘In 1965 H56 and 2 months ‘
‘In 1966 H56 and 4 months ‘
‘In 1967 H56 and 6 months ‘
‘In 1968 H56 and 8 months ‘
lIn 1969 56 and 10 months |

|

lIn 1970 and after

|57







OFFICE OF DISASTER ASSISTANCE FEDERAL BENEFITS SUMMARY

When you report to duty, a representative of the Human Resources
Department will contact you regarding your eligibility for benefits. You will
be briefed on all benefit programs afforded to you under your current
appointment, the enrollment deadlines, and provided assistance in
completing the necessary forms.

If you are ineligible to enroll in the FEHB Program, or if you are eligible to
enroll in the FEHB Program, but you are not enrolled due to affordability
issues or concerns, then you may wish to visit the Health Insurance
Marketplace to review marketplace coverage options

at www.healthcare.gov. Please be aware that there is no government or
employer contribution to the premiums for Health Insurance Marketplace
plans. Also premiums are paid on an after-tax basis for Health Insurance
Marketplace plans.

The below information gives a brief description of benefits and websites
that you can visit to research each program more thoroughly (even before
beginning your first work day).

Questions may be submitted via email to odpbenefits@sba.gov or you may
call 866-407-7795 ext. 6727 or 6758, ODP Benefits-Human Resources
Department. If you are a Federal government annuitant, please inform your
Human Resources Department before completing any benefit forms.

Please keep in mind that benefits selected are a personal choice. Limited
information is available in hard copy. If you need additional forms, and to
learn more about your options and full details about Federal employee
benefits, please review the following websites:

FEDERAL EMPLOYEES HEALTH BENEFITS
(FEHB) http://www.opm.gov/insure/health

FEDERAL EMPLOYEES DENTAL AND VISION PROGRAM
(FEDVIP) http://www.opm.gov/insure/dental
http://www.opm.gov/insure/vision

FLEXIBLE SPENDING ACCOUNT
(FSAFEDS) http://www.opm.gov/insure/pretax/fsa

THRIFT SAVINGS PLAN (TSP) www.tsp.gov



http://www.healthcare.gov/

mailto:odpbenefits@sba.gov

http://www.opm.gov/insure/health

http://www.opm.gov/insure/dental

http://www.opm.gov/insure/vision

http://www.opm.gov/insure/pretax/fsa

file:///C:\Users\JCDOWNER\AppData\Local\Microsoft\Windows\Temporary%20Internet%20Files\Content.Outlook\Local%20Settings\Temporary%20Internet%20Files\Content.Outlook\AppData\Local\Microsoft\Windows\Temporary%20Internet%20Files\Content.Outlook\AppData\Local\Microsoft\Windows\Documents%20and%20Settings\jcdowner\Local%20Settings\Temporary%20Internet%20Files\Content.Outlook\87QYGQXO\www.tsp.gov



FEDERAL LONG TERM CARE INSURANCE PROGRAM
(FLTCIP) www.ltcfeds.com

FEDERAL EMPLOYEES GROUP LIFE INSURANCE
(FEGLI) http://www.opm.gov/insure/life

FEDERAL EMPLOYEES HEALTH BENEFITS (FEHB)

The FEHB program includes a wide selection of health insurance carriers.
You can choose from among Fee-for-Service (FFS) plans, and their Preferred
Provider Organizations (PPO), Health Maintenance Organizations (HMO) if
you live (or sometimes if you work) within the area serviced by the plan, and
Consumer-Driven and High Deductible plans that offer catastrophic risk
protection with higher deductibles, health savings/reimbursable accounts
and lower premiumes.

e [f your appointment type is not excluded by law or regulation, you may be
eligible to receive FEHB. To be eligible, you must be in a pay status in two (2)
consecutive pay periods in order to have the FEHB deductions made from your
payroll.

e [f your appointment type excludes you from coverage under FEHB then you may
wish to visit the health insurance marketplace, provided by the Affordable Care
Act, to review marketplace coverage options at www.healthcare.gov.

o If eligible, the SF-2809 must be completed whether you elect to enroll
or not. If you elect not to enroll, check Part E, “Employees Only (Election
NOT to Enroll)”. You will need to complete the enclosed SF-2809 form
and return it to Human Resources as soon as possible to ensure deadlines
are met. IF you DO NOT return Form SF-2809 within 60 days of your
appointment or activation your FEHB will automatically be waived by
ODP BENEFITS. If you are a Federal government annuitant, please advise
Human Resources before completing benefit forms.

e Enrollment Deadline - You have 60 days from your date of appointment
or activation to enroll. Your FEHB election will become effective on the
first day of the pay period after receipt of your form.

e [f you miss the enrollment deadline, you will have to wait until the
Federal Employee Health Benefits (FEHB) “open season” (runs from the
Monday of the second full work week in November through the Monday
of the second full work week in December) or experience a qualifying life
event and be in a pay status before you are again eligible to enroll.

Again, you must be in a pay status before you are eligible to enroll.

FEDERAL EMPLOYEES DENTAL AND VISION PROGRAM (FEDVIP)
The FEDVIP program includes several plan providers that offer
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comprehensive dental or vision insurance.

If your appointment type is not excluded by law or regulation, you may
be eligible to enroll in FEDVIP. To be eligible for FEDVIP you must be
eligible to enroll in FEHB. You do not have to enroll in FEHB in order to
enroll in FEDVIP, just be eligible for FEHB. To be eligible for FEDVIP, you
must be in a pay status in two (2) consecutive pay periods in order to
have the FEDVIP deductions made from your payroll.

You may enroll in either the dental or vision plan or both. No paper
forms are used for enrollment. You may enroll on the Internet

at www.benefeds.com. BENEFEDS is a secure enrollment website
sponsored by OPM. For those without access to a computer, please call
1-877-888-FEDS (1-877-888-3337) (TTY number, 1-877-889-5680).
Enrollment Deadline - You have 60 days from your date of appointment
or activation to enroll and have FEDVIP begin. Your FEDVIP election will
become effective on the first day of the pay period after enroliment.
FEDVIP is part of the annual Federal Benefits Open Season. If you miss
the enrollment deadline, you will have to wait until the annual “Benefits
Open Season” in the fall (runs from the Monday of the second full work
week in November through the Monday of the second full work week in
December) or experience a qualifying life event and be in a pay status
before you are eligible to enroll.

FLEXIBLE SPENDING ACCOUNT (FSAFEDS)

The FSA program provides a way for you to save money on health care and/or
childcare/elder care expenses. You set aside money from your salary BEFORE taxes
are withheld, incur eligible expenses and receive reimbursement. Enrolling in
FSAFEDS lowers the amount of income tax you pay because the salary you set aside
for FSAFEDS is not taxed.

If your appointment type is not excluded by law or regulation, you may be
eligible to enroll in a Flexible Spending Account. To be eligible for the health care
FSA you must be eligible to enroll in FEHB. You do not have to enroll in FEHB in
order to enroll in FSA, just be eligible for FEHB. FEHB eligibility is not required to
enroll in a Dependent Care FSA. If you are enrolled in a High Deductible Health
Plan (HDHP) with a Health Savings Account (HSA) you are not eligible for a
“general purpose” Health Care Flexible Spending Account. However, you may be
eligible for a Limited Expense Health Care Flexible Spending Account (LEX HCFSA)
and/or a Dependent Care FSA (DCFSA).

You may enroll in either a medical or dependent care plan or both. No
paper forms are used for enrollment. You may enroll on the Internet
at www.fsafeds.com. FSAFEDS is a secure enrollment website sponsored




http://www.benefeds.com/

http://www.fsafeds.com/



by OPM. For those without access to a computer, please call
1-877-FSAFEDS (1-877-372-3337) TTY: 1-800-952-0450.1.

e Enrollment Deadline - You have 60 days from your date of appointment
or activation (but no later than September 30th) to enroll and have your
FSA deductions begin. Your FSA election will become effective on the first
day of the pay period after your enrollment.

e FSAFEDS is part of the annual Federal Benefits Open Season. If you miss
the enrollment deadline, you will have to wait until the annual “Benefits
Open Season” in the fall (runs from the Monday of the second full work
week in November through the Monday of the second full work week in
December) or experience a qualifying life event and be in a pay status
before you are eligible to enroll.

e CAUTION: This is a “use or lose” plan. You must incur eligible expenses
to claim your funds. If you choose to enroll in FSAFEDS be certain that
you understand no benefits can be paid while you are in non-pay status.
Your money will not be returned should you remain in non-pay status for
the remainder of the benefit year.

THRIFT SAVINGS PLAN (TSP)

The TSP is a retirement saving plan that offers both tax deferred and after tax
(ROTH) savings options. The contribution limit is set by IRS regulation each year.
You are eligible to invest your contributions into a variety of fund options. The TSP
has a selection of individual and lifecycle funds that offer broad market
diversification. You can also choose to have your retirement dollars invested in
everything from a short-term U.S. Treasury security to index funds comprised of
domestic and international stocks.

e If your appointment type is not excluded by law or regulation, you may
be eligible to enroll in TSP. To be eligible for TSP you must be an active
civilian employee working full or part time and covered by the Federal
Employee Retirement System (FERS) or the Civilian Service Retirement
System (CSRS). You must be in a pay status in order to contribute.

o If eligible, you are automatically enrolled to contribute 3% of your basic
pay into the tax deferred option. If you would like to stop or change your
election, please submit a completed TSP-1.

e You may stop or change your contribution level at any time.

e FERS covered employees receives an agency contribution of 1% of your
salary. In addition, you are eligible for matching contributions. Your
agency matches 100% of your contributions for the first 3% of your
contribution, and 50% of the next 2% of your contribution. All agency
contributions are deposited into the tax deferred option.





e The TSP publication Summary of the Thrift Savings Plan describes all of your
investment choices and discusses their risks and advantages. For more
information, you can also obtain a copy of the TSP Fund Information sheets. The
most current versions of TSP forms and publications are available on the TSP
website at www.tsp.gov.

e You can review and manage your TSP account online at (www.tsp.gov) or by
calling a TSP representative on the ThriftLine at 1-TSP-YOU-FRST (1-877-968-
3778; outside the U.S. and Canada, call 404-233-4400). On the TSP website, you
will need your TSP account number (or user ID) and 8-character Web password.
If you use the ThriftLine, you will need your TSP account number and 4-digit
ThriftLine Personal Identification Number (PIN). If you are a new participant,
your TSP account number, ThriftLine PIN, and Web password will be mailed to
you (separately) after your account has been established.

FEDERAL LONG TERM CARE INSURANCE PROGRAM (FLTCIP)
The FLTCIP offers insurance that helps cover the costs of certain long term care
services. Long term care is the assistance you receive to perform activities of daily
living or supervision you receive because of a severe cognitive impairment. Your
premium is based on your age on the date you apply as well as the benefit options
you select.

e If your appointment type is not excluded by law or regulation, you may be
eligible to apply for FLTCIP coverage. To be eligible for FLTCIP, you must be
eligible to enroll in FEHB. You do not have to enroll in FEHB in order to enroll in
FLTCIP, just be eligible for FEHB. This benefit is also available to qualified
relatives, even if the employee does not apply.

e You may apply online or complete the appropriate application available on their
website at www.ltcfeds.com. To speak to a Certified Long Term Care Insurance
Consultants who can assist you with your application, please call 1-800-LTC-FEDS
(1-800-582-3337).

e Enrollment Deadline — If you enroll within your first 60 days of eligibility, you are
eligible to enroll using the limited underwriting application. All other applicants
must use the full underwriting application.

e The FLTCIP is medically underwritten. Certain medical conditions, or
combinations of conditions, will prevent some people from being approved for
coverage.

FEDERAL EMPLOYEES GROUP LIFE INSURANCE PROGRAM (FEGLI)

The FEGLI program provides group term life insurance to eligible federal employees,
as well as offering a life insurance coverage option for the spouse and/or dependent
children.
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This program is administered by the Office of Personnel Management, and is
provided under a contact with MetLife. Term life insurance coverage does not build
up any cash value or paid-up value.

e [f your appointment type is not excluded by law or regulation, you may be
eligible for FEGLI coverage.

e If you are an eligible new federal employee, you are automatically enrolled in
Basic life insurance at a cost to you. If you want to waive Basic life insurance, or if
you want to elect additional coverage, you must submit a completed SF 2817.

e Enrollment Deadline - You have 60 days from your date of appointment or
activation to enroll. Your FEGLI election will become effective on the day your
enrollment is received AND you are in a pay status.

e FEGLI does not participate in a regular open season. If you miss the enrollment
deadline, you will not have another scheduled opportunity. You must either
experience a qualifying life event or apply for and receive approval from OFEGLI
and be in a pay status before you are eligible to enroll.

e Basic coverage is your annual salary rounded up to the next thousand, plus
$2,000. Premiums for Basic coverage depend on the amount of Basic you have,
not on your age. Federal employees currently pay 15 cents per thousand dollars
of Basic coverage.

e |n addition to the Basic, there are three forms of Optional insurance you can
elect. You must have Basic insurance in order to elect any of the options. Unlike
Basic, enrollment in Optional insurance is not automatic—you must take action
to elect the options.

e For assistance in reviewing coverage and cost options, you may use the online
FEGLI calculator available on OPM’s website
at http://www.opm.gov/retirement-services/calculators/fegli-calculator/
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U.S. Small Business Administration
Office of Disaster Assistance

EMPLOYEE NOTIFICATION FORM

1. Using this Form

information.

This form is used to collect information on new employees. It may also be used to notify others of work schedule
changes, provide employee activation and deactivation dates as well as any other changes in employee

[JNew Employee

Select (Complete Sections 2 - 6)

[Owork Schedule
(Complete Sections 2 & 7)

[JActivation/Deactivation
(Complete Sections 2 & 7)

[Jother Change

2. Identifying Information

Last Name, First Name, Middle Name (not initial)

Gender

Social Security Number

Date of Birth (mm/dd/yyyy)

Street Address (and apartment, if applicable)

City and County

State and ZIP Code

Phone (Primary)

Phone (Secondary)

E-Mail Address (personal)

3. Previous Government Experience

Have you previously worked for the Federal Government? [ Yes 1 No
Have you previously worked for SBA Office of Disaster Assistance? | [] Yes []No
Adjusted Service Computation Date (Computed/Entered by ODP)

4. Driver’s License Information

Do you possess a valid driver’s license? ‘ [] Yes ‘ 1 No

5. Emergency Contact Information

Relationship Primary Phone

Secondary Phone

Primary

Secondary

6. Other Relevant Information

7. SBA Disaster Assistance Employment Information (Admin and ODP use only)

Position

Series

Grade/Step | Department

MP # (New Employee Only)

IP # (New Employee Only)

Enter on Duty Date

Not-to-Exceed Date

Length of Appointment

Duty Station Duty Station Code

Residence City

Residence Code

ODA Form HR-002 (04-2013)







Office of Disaster Assistance

New Hire Forms Checklist
This checklist is for your use only. Do not return it with the packet of signed documents.

Use it as a final check to ensure that you are returning all required forms that you have signed and/or initialed
each as indicated, that you have had the two forms that require a notary's signature notarized, and that you are
providing all required supporting documents.

Appointment Affidavits, SF 61 Notarized
2. | Employment Eligibility Verification, Form 1-9 Yes Yes Notarized Yes
Reminder: You must present the original
eligibility verification document(s) to the Notary.
3. | ODA Employment Agreement Yes Yes N/A N/A
4. | New Hire Orientation Review & Signature Yes Yes N/A N/A
5. | Statement of Prior Federal Service, SF 144 Yes Yes N/A N/A
6. | Application for 10-Point Veteran Preference, Yes Yes N/A Yes
SF 15
7. | Direct Deposit Form, FMS 11-92 Yes Yes N/A Yes
Reminder: For a checking account, include an
original copy of a voided check; for a savings
account, include a deposit slip.
8. | Federal Income Tax Withholding, Form W-4 Yes Yes N/A N/A
9. | State Income Tax Withholding *Yes Yes N/A N/A
e *You are NOT required to complete and
submit this form if your place of
residence is one of the following:
o AK o FL o NH o NV
oPA o PR o SD o TN
o TX o VI o WA o WY
10. | Designation of Beneficiary, SF 1152 Yes Yes Witnessed N/A
11. | ODA New Employee In-Processing Sheet Yes N/A N/A N/A
12. | PII Certification Statement, SBA 2311 Yes Yes N/A N/A
13.| ODA Language Skills Identification Form Yes N/A N/A N/A
14. | Ethnicity and Race Identification, SF 181 Optional N/A N/A N/A
15. | Self-Identification of Handicap, SF 256 Optional N/A N/A N/A
16. | GSA SmartPay2 (SP2) - VISA IBA Yes Yes N/A N/A
Cardholder Form
17.| Travel Card Training Certificate Yes Yes N/A N/A
18. | Computer Access Clearance/Security Form, Yes Yes N/A N/A
SBA 1228

03/14/2013 - Version 1.3 Page 1





Signed/ Notarized/ Supporting | Ready to

Required? | Initialed? | Witnessed? | Documents? | Return?

19. | e-QIP Applicant Information Form YES N/A N/A N/A

03/14/2013 - Version 1.3 Page 2






Office of Disaster Assistance

Instructions for Completing New Hire Forms

These instructions guide you through the process of correctly completing each form in the ODA New Hire Forms
packet. To get started, print ALL forms in the packet. Be sure to complete each form in black or blue ink.

You must return ALL of the completed forms and supporting documentation (where specified) within two weeks of
receiving the email that provided you the link to the forms packet. Return the forms to the address provided in the
email. Before returning the packet, we recommend that you use the checklist that follows these instructions to
ensure that your packet is complete.

Note: If you have questions or need additional information about completing any of the forms in the packet, do not
hesitate to contact the person who was identified in the email.

Thank you for taking the time to complete these required forms.

1. | Appointment Affidavits, SF 61 e Leave Date Appointed blank

e Leave Place of Employment blank
e Enter Position to Which Appointed
e Enter Name

e Take the form to a notary to have it notarized (your local
bank will have a notary)

e Carefully read all sections (A, B, and C) of the form and
sign it in the presence of the notary

e The notary will complete the Notary section

2. | Employment Eligibility Verification, e Complete Section 1

AR e See the List of Acceptable documents and select the
document(s) you will use to verify your eligibility

e The documents you select must be current/unexpired

e Select 1 document from List A OR select 1 document
from List B and 1 document from List C

e Take the form and original document(s) to a notary to have
the form notarized (your local bank will have a notary)

e Sign the form in front of the notary
e Have the notary complete Section 2
e HR will complete Section 3

e Make a photo copy of each eligibility verification
document you selected

e Attach the photo copy of each eligibility verification
document to the notarized 1-9

3. | ODA Employment Agreement e Sign and date the bottom (left) of the form
e Print your name at the bottom (right) of the form

4. | New Hire Orientation Review & e Read and initial each paragraph

SIS e Sign and date the bottom of the form






Office of Disaster Assistance Instructions for New Hire Forms

i Form _ mewwtons

e Print your name at the bottom of the form

5. | Statement of Prior Federal Service, SF 144 | ¢  Provide the information requested in items 1-3

e If you do NOT have prior Federal service
o lItem 4: Check Yes
o Items 5-7: Write N/A
o Item 8: Provide the information requested
o Item 9: Sign and date the form
e If you do have prior Federal service
o Items 1-8: Provide the information requested
o Item 9: Sign and date the form

6. | Application for 10-Point Veteran e If you are NOT a veteran or if you are a veteran and do
Preference, SF 15 not wish to apply for the preference

o Item 1: Enter your name
o Item 5: Enter N/A

e |f you are a veteran and wish to apply for the preference
o Complete items 1-7 on page 1
o ldentify the type of preference claimed

o Leave the "Preference entitlement was verified"
check box blank

o Sign and date the bottom of the form

o Select the document being used to verify service and
honorable discharge (page 2)

o As applicable, complete items 1-7 on page 2

Make a photo copy of the verification document and
attach it to the SF-15

7. | Direct Deposit Form, FMS 11-92 e Complete items 1-3

Important Note: If you are attaching a o Item 2: Select Net Pay for Type of Payment

voided check, it must be an original. «  Sign and date the form under item 5

¢ If you select Checking Account, attach an original
voided check to the form

e If you select Savings Account, attach a deposit slip to
the form

8. | Federal Income Tax Withholding, FormW- | e Complete the Employee's Withholding Allowance
4 Certificate

o Complete items 1, 2, 3 and 5
o Complete items 4, 6, and 7, as applicable

e Sign and date the form
e Do not complete the employer's section (items 8-10)

9. | State Income Tax Withholding e You are NOT required to complete this form if your
place of residence is one of the following:

12/20/2013 - Version 1.5 Page 2





Office of Disaster Assistance

Instructions for New Hire Forms

i Form L nswwtons

o Alaska o Florida

o Nevada o New Hampshire
o Pennsylvania o Puerto Rico

o South Dakota o Tennessee

o Texas o U.S. Virgin Islands
o Washington o Wyoming

If you are required to complete this form
o Access the following url

http://www.dol.gov/oasam/doljobs/statetaxforms.htm

o Locate your state of residence
o Access and print your state's form
o Complete and sign the form, as directed

10.

Designation of Beneficiary, SF-1152

Important Note: The beneficiaries you
specify cannot be the witnesses to your
signature.

Complete Section A

o Department or Agency: SBA

o Bureau: ODA

o Division and Location: Leave blank

Under Section B, provide information for at least one
beneficiary

At the bottom of Section B, date and sign the form in
front of two witnesses

Under Section C, have each of the two witnesses sign
the form and complete their addresses

Leave "Receiving agency certification” information blank

11.

ODA New Employee In-Processing
Sheet

Complete the following sections:

Identifying Information

Previous Government Experience

Driver's License Information

Emergency Contact Information

Other Relevant Information Provided by Employee

o O O O O

Leave the following sections blank:

o Other Relevant Information Provided by Human
Resources

o SBA Disaster Assistance Employment Information

12.

Personally Identifiable Information (PII)
Certification Statement, SBA 2311

Enter your name and job title at the top of the form
Read the certification statements
Sign and date the bottom of the form

13.

ODA Language Skills Identification Form

Complete the following information:

12/20/2013 - Version 1.5
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Office of Disaster Assistance

Instructions for New Hire Forms

i Form L newwtons

o Name

o Social Security Number

o Office Location

Identify all language skills that you have

14.

Ethnicity and Race Identification, SF 181
Note: This form is optional.

Complete the following information:
o Name

o Social Security Number

o Birth date

Complete both item 1 and item 2

15.

Self-Identification of Handicap, SF 256
Note: This form is optional.

Complete the following information:
o Name

o Birth date

o Social Security Number

Enter the appropriate Code

16.

JP Morgan IBA Cardholder Form

Complete the Client Information section

o Use the codes provided on the second page
Complete the Applicant Information Section
Complete Account Security Section

Complete Address and Contact Information Sections

Before your signature, read the Authorization statement
pertaining to credit worthiness evaluation

Sign the Applicant Authorization Section and Do NOT
enter the date next to your signature

17.

Travel Card Training Certificate

Access the following url:
https://training.smartpay.gsa.gov

Click the link

GSA SmartPay® Travel Card Training for Cardholders

Complete the online training (GSA SmartPay® Travel
Card Training for Cardholders)

Take and pass the test (register for a user account)
Print the Training Certificate
Initial the Training Certificate

18.

Computer Access Clearance/Security
Form, SBA 1228

Enter your first name, middle initial, last name
Read the following sections

o Data Security Requirements

o New Employee/User Certification

Leave all other sections blank

12/20/2013 - Version 1.5
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Office of Disaster Assistance

Instructions for New Hire Forms

Form

Instructions
Sign and date the form

19.

e-QIP Applicant Information Form

Complete Section 1 of form

12/20/2013 - Version 1.5
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SELF-IDENTIFICATION OF DISABILITY
(see instructions and Privacy Act information on reverse)

Last Name, First Name, and Ml Date of Birth (mml/yy)

Social Security Number

ENTER CODE HERE————— >

Definition:

An Individual with a disability: A person who (1) has a physical impairment
or mental impairment (psychiatric disability) that substantially limits one or
more of such person's major life activities; (2) has a record of such
impairment; or (3) is regarded as having such an impairment. This definition
is provided by the Rehabilitation Act of 1973, as amended (29 U.S.C. 701 et.
seq.).

Purpose:

Self-identification of disability status is essential for effective data collection
and analysis. The information you provide will be used for statistical
purposes only and will not in any way affect you individually. While self-
identification is voluntary, your cooperation in providing accurate
information is critical.

Part l. Targeted/Severe Disabilities

Hearing
18 - Total deafness in both ears (with or without understandable speech)

Vision
21 - Blind (inability to read ordinary size print, not correctable by glasses,
or no usable vision, beyond light perception)

Missing Extremities

30 - Missing extremities (missing one arm or leg, both hands or arms, both
feet or legs, one hand or arm and one foot or leg, one hand or arm and
both feet or legs, both hands or arms and one foot or leg, or both hands
or arms and both feet or legs)

Partial Paralysis

69 - Partial paralysis (because of a brain, nerve or muscle impairment,
including palsy and cerebral palsy, there is some loss of ability to move
or use a part of the body, including both hands; any part of both arms or
legs; one side of the body, including one arm and one leg; and/or three
or more major body parts)

Complete Paralysis

79 - Because of a brain, nerve or muscle impairment, including palsy and
cerebral palsy, there is a complete loss of ability to move or use a part
of the body, including both hands; one or both arms or legs; the lower
half of the body; one side of the body, including one arm and one leg;
and/or three or more major body parts

Other Impairments
82 - Epilepsy

90 - Severe intellectual disability
91 - Psychiatric disability
92 - Dwarfism

Part ll. Other Disabilities

Hearing Conditions
15 - Hearing impairment/hard of hearing

Vision Conditions

22 - Visual impairments (e.g., tunnel or monocular vision or blind in one
eye)

Physical Conditions

26 - Missing extremities (one hand or one foot)

40 - Mobility impairment (e.g., cerebral palsy, multiple sclerosis, muscular
dystrophy, congenital hip defects, etc.)

41 - Spinal abnormalities (e.g., spina bifida, scoliosis)

44 - Non-paralytic orthopedic impairments: chronic pain, stiffness,
weakness in bones or joints, some loss of ability to use part or parts of
the body

51 - HIV Positive/AIDS

52 - Morbid obesity

61 - Partial paralysis of one hand, arm, foot, leg, or any part thereof

70 - Complete paralysis of one hand

80 - Cardiovascular/heart disease with or without restriction or limitation on
activity; a history of heart problems w/complete recovery

83 - Blood diseases (e.g., sickle cell anemia, hemophilia)

84 - Diabetes

86 - Pulmonary or respiratory conditions (e.g., tuberculosis, asthma,
emphysema, etc.)

87 - Kidney dysfunction (e.g., required dialysis)

88 - Cancer (present or past history)

93 - Disfigurement of face, hands, or feet (such as those caused by burns
or gunshot wounds) and noticeable gross facial birthmarks

95 - Gastrointestinal disorders (e.g., Crohn's Disease, irritable bowel
syndrome, colitis, celiac disease, dysphexia, etc.)

98 - History of alcoholism

Speech/Language/Learning Conditions

13 - Speech impairment - includes impairments of articulation (unclear
language sounds), fluency (stuttering), voice (with normal hearing),
dysphasia, or history of laryngectomy

94 - Learning disability - a disorder in one or more of the processes
involved in understanding, perceiving, or using language or concepts
(spoken or written) (e.g., dyslexia, ADD/ADHD)

Other Options

01 - | do not wish to identify my disability status. (Please read the notes on
the next page.) (Note: Your personnel officer may use this code if, in
his or her judgment, you used an incorrect code.)

05 - 1 do not have a disability.

06 - | have a disability, but it is not listed on this form.

Print Form | | Save Form | | Clear Form I
SF 256
Revised July 2010
U.S. Office of Personnel Management Page 1 of 2 Previous editions not usable






The Rehabilitation Act of 1973

The Rehabilitation Act, as amended (29 U.S.C. 701, et seq.), requires each agency in the executive branch of the Federal Government
to establish programs that will facilitate the hiring, placement, and advancement of individuals with disabilities. The best means of
determining agency progress in this respect is through the production of reports at certain intervals showing such things as the number
of employees with disabilities who are hired, promoted, trained, or reassigned over a given time period; the percentage of employees
with disabilities in the workforce and in various grades and occupations; etc. Such reports bring to the attention of agency top
management, the U.S. Office of Personnel Management (OPM), and the Congress deficiencies within specific agencies or the Federal
Government as a whole in the hiring, placement, and advancement of individuals with disabilities and, therefore, are the essential first
step in improving these conditions and consequently meeting the requirements of the Rehabilitation Act.

The disability data collected on employees will be used only in the production of reports such as those previously mentioned and not for
any purpose that will affect them individually. The only exception to this rule is that the records may be used for selective placement
purposes and selecting special populations for mailing of voluntary personnel research surveys. In addition, every precaution will be
taken to ensure that the information provided by each employee is kept to the strictest confidence and is known only to those individuals
in the agency Personnel Office who obtain and record the information for entry into the agency's and OPM's personnel systems. You
should also be aware that participation in the disability reporting system is entirely voluntary, with the exception of employees
appointed under Schedule A, SECTION 213.3102(u) (Severe physical or mental disabilities). These employees will be requested
to identify their disability status and if they decline to do so, their correct disability code will be obtained from medical documentation
used to support their appointment.

Employees will be given every opportunity to ensure that the disability code carried in their agency's and OPM's personnel systems is
accurate and is kept current. They may exercise this opportunity by asking their Personnel Officer to see a printout of the code and
definition from their records . The code carried on employees in the agency's system will be identical to that carried in OPM's system.

Your cooperation and assistance in establishing and maintaining an accurate and up-to-date disability report system is sincerely
appreciated.

Privacy Act Statement

Collection of the requested information is authorized by the Rehabilitation Act, as amended (29 U.S.C. 701, et seq.). Solicitation of your
Social Security Number (SSN) is authorized by Executive Order 9397, which permits agencies to use the SSN as the means for
identifying persons with disabilities in personnel information systems. Your SSN will only be used to ensure that your correct disability
code is recorded along with other employee information that your agency and OPM maintain on you. Furnishing your SSN or any other
data requested for this collection effort is voluntary and failure to do so will have no effect on you. It should be noted, however, that
where individuals decline to furnish their SSN, the SSN will be obtained from other records in order to ensure accurate and complete
data. Employees appointed under Schedule A, Section 213.3102 (u) (Severe physical or mental disabilities) are requested to furnish an
accurate disability code, but failure to do so will not affect them. Where employees hired under one of these appointing authorities fail to
disclose their disability(ies), however, the appropriate code will be determined from the employee's existing records or medical
documentation physically submitted upon appointment.

SF 256
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STATE TAXWITHHOLDING FORM

This packet does not contain a state tax withholding form. Please go online at
http://www.dol.gov/oasam/doljobs/statetaxforms.htm and print the
withholding form for your state and submit with your in processing package.

The following states do not require a state tax form:

Alaska

Florida

Nevada

New Hampshire
Pennsylvania
Puerto Rico
South Dakota
Tennessee
Texas

U.S. Virgin Islands
Washington
Wyoming






i :’ e-0IP Annlicant Information

Section 1: Applicant Information (To be completed by employee)

First Name:

Middle Name (If none, write NMN):

Last Name:

Address:

Phone #

Email Address:

Social Security Number:

Birth date (mm/dd/yyyy):

Place of Birth (City):

Place of Birth (State):

Place of Birth (Foreign Country):

Prior Investigation/Clearance by another Federal Agency:

Section 2: Position Information (To be completed by employer/HR Specialist)

Assigned Office:

Position Type (Temp, Term, Cadre, Perm):

Position Title:

Nature of Action code:

Effective Date:

Duty Station Code:

Human Resources Specialist Completing Form:







APPLICATION FOR 10-POINT VETERAN PREFERENCE
(TO BE USED BY VETERANS & RELATIVES OF VETERANS)
Form Approved:

U.S. Office of Personnel Management 0O.M.B. No. 3206-0001
PERSON APPLYING FOR PREFERENCE
1. Name (Last, First, Middle) 2. Name of Civil Service or Postal Service exam and/or job announcement

number you have applied for or position which you currently occupy

3. Home address (Street Number, City, State and ZIP Code)

4. Date exam was held or application submitted

VETERAN INFORMATION (to be provided by person applying for preference)

5. Veteran's name (Last, First, Middle) exactly as it appears on Service Records 6. VA claim number, if any

7. Veteran's periods of service
Branch of Service From To Service Number

TYPE OF 10-POINT PREFERENCE CLAIMED

Instructions: Check the block which indicates the type of preference you are claiming. Answer all questions associated with that block. The Documentation Required column refers you to the
back of this form for the documents you must submit to support your application. (Please Note: Eligibility for veterans' preference is governed by 5 U.S.C. 2108 and 5 CFR Part 211. All conditions
are not fully described on this form because of space restrictions. You should submit this completed form to the agency to which you are applying. They can also provide any additional information.)

Documentation Required
(See reverse of this form.)

8. Veteran's Claim for Preference based on non-compensable service-connected disability;
award of the Purple Heart; or receipt of disability pension under public laws administered by| == == == == == == == == == == o o o oo 9 Aand B
the VA.

9. Veteran's Claim for Preference based on eligibility for or receipt of compensation from the
VA or disability retirement from a Service Department for a 10% or more service-connected| == == == == == == == = e e e e e e S AandC
disability. Yes | No

10. Preference for a Spouse of a living veteran based on the fact that the veteran, because | a. Are you presently married to the
[ CandH

of a service-connected disability, has been unable to qualify for a Federal or D.C. veteran?
Government job, or any other position along the lines of his/her usual occupation. (If your
answer to item A is No, you are ineligible for preference and need not submit this form.)

-

1) T | T T

11. Preference for a Widow or Widower of a veteran. a. Were you married to the veteran
(If your answer is No to item A or Yes to item B, you are ineligible for preference and need when he or she died? A,D,E, and G
not submit this form). b. Have you ever remarried? Do not (Submit G when applicable.)
count marriages that were
annulled.
12. Preference for (Natural) Mother of a service-connected permanently and totally a. Are you married?

Disabled Veteran
C,F,andH
(Submit F when applicable.)

=

disabled, or deceased veteran provided you are or were married to the father of the
veteran, and

- your husband (either the veteran's father or the husband of a remarriage) is totally and b. Are you separated? If Yes, do not

1T T
NN R

permanently disabled, or complete C, go to D.

--- you are now widowed, divorced, or separated from the veteran's father and have not c. If married now, is your husband Deceased Veteran
remarried, or totally and permanently disabled? A D,E,and F

--- you are widowed or divorced from the veteran's father and have remarried, but are now d. Ifthe veteran is dead, did he/she (Submit F when applicable.)
widowed, divorced, or separated from the husband of your remarriage. (If your answer is die in active service? l_ l_

No to item C or D, you are ineligible for preference and need not submit this form.)

PRIVACY ACT AND PUBLIC BURDEN STATEMENT

The Veterans' Preference Act of 1944 authorizes the collection of this information. The information will be used, along with any accompanying documentation to determine whether you are
entitled to 10-point veterans' preference. This information may be disclosed to: (1) the Department of Veterans Affairs, or the appropriate branch of the Armed Forces to verify your claim; (2)
a court, or a Federal, State, or local agency for checking on law violations or for other related authorized purposes; (3) a Federal, State, or local government agency, if you are participating in
a special employment assistance program; or (4) other Federal, State, or local government agencies, congressional offices, and international organizations for purposes of employment
consideration, e.g., if you are on an Office of Personnel Management or other list of eligibles. Failure to provide any part of the information may result in a ruling that you are not eligible for
10-point veterans' preference or in delaying the processing of your application for employment.

Public burden reporting for this collection of information is estimated to take approximately 10 minutes per response, including time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of this collection of
information, including suggestions for reducing this burden to OPM Forms Officer, U.S. Office of Personnel Management, Washington, D.C. 20415; The OMB Number, 3206-0001, is currently
valid. OPM may not collect this information and you are not required to respond, unless this number is displayed.

| certify that all of the statements made in this claim are true, complete, and correct to the best of my knowledge and belief and are made in good faith. (A false answer to any question may
be grounds for not employing you, or for dismissing you after you begin work, and may be punishable by fine or imprisonment (U.S. Code, Title 18, Section 1001)).

[_ Preference entitlement was verified This form must be signed by all persons claiming 10-Point preference | b signed
Name of Agency Signature of person claiming preference (Month, Day, Year)
FOR USE BY APPOINTING OFFICER ONLY Title of Appointing Officer Date signed
Signature of Appointing Officer (Month, Day, Year)
- Standard Form 15
Print Form | | Save Form | | Clear Form I Revised August 2008

December 2004 edition usable;
Page 1 of 2 all other previous editions are unusable.





DOCUMENTATION REQUIRED - READ CAREFULLY

Please submit photocopies of documents because they will not be returned unless a certified copy is specified.

A. Documentation of Service and Separation under Honorable
Conditions

Submit any of the documents listed below as documentation,
provided they are dated on or after the day of separation from active
duty military service:

1. Honorable or general discharge certificate.
2. Certificate of transfer to Navy Fleet Reserve, Marine Corps Fleet
Reserve, or enlisted Reserve Corps.

. Orders of transfer to retired list.

. Report of separation from a branch of the Armed Forces.

. Certificate of service or release from active duty, provided

honorable separation is shown.

6. Official statement from a branch of the Armed Forces showing
that honorable separation took place.

7. Notation by the Department of Veterans Affairs or a branch of the
Armed Forces on an official statement, described in B or C below,
that the veteran was honorably separated from military service.

8. Official statement from the Military personnel records center that
official service records show that honorable separation took place.

g~ w

B. Documentation of Service-Connected Disability
(Non-Compensable, i.e., Less than 10%); Purple Heart; and
Nonservice-Connected Disability Pension.

Submit one of the documents :

1. An official statement, dated 1991 or later, from the Department of
Veterans Affairs or from a branch of the Armed Forces, certifying to
the present existence of the veteran's service-connected disability of
less than 10%.

2. An official citation, document, or discharge certificate, issued by a
branch of the Armed Forces, showing the award to the veteran of the
Purple Heart for wound or injuries received in action.

3. An official statement, dated 1991 or later, from the Department of
Veterans Affairs, certifying that the veteran is receiving a nonservice-
connected disability pension.

C. Documentation of Service-Connected Disability
(Compensable, i.e., 10% or More).

If you checked ltem 9 on the front of this form, submit one of the following
documents:

1. An official statement, dated 1991 or later, from the Department
of Veterans Affairs, or from a branch of the Armed Forces,certifying to
the veteran's present receipt of compensation for service-connected
disability or disability retired pay.

2. An official statement, dated 1991 or later, from the Department of
Veterans Affairs, or from a branch of the Armed Forces, certifying that
the veteran has a service-connected disability of 10% or more.

3. An official statement or retirement orders from a branch of the Armed
Forces, showing that the retired serviceman was retired because of
permanent service-connected disability or was transferred to the
permanent disability retirement list. The statement or retirement
orders must indicate that the disability is 10% or more.

. Documentation of Veteran's Death

. Documentation of Service or Death During a War, in a Campaign or

. Documentation of Deceased or Disabled Veteran's Mother's Claim

. Documentation of Annulment of Remarriage by Widow or Widower

. Documentation of Veteran's Inability to Work Because of a Service-

For spouses and mothers of disabled veterans, who checked item 10 or
12, submit the following:

An official statement, dated 1991 or later, from the Department of
Veterans Affairs, or from a branch of the Armed Forces, certifying:

1) the present existence of the veterans service-connected disability,

2) the percentage and nature of the service-connected disability or
disabilities (including the combined percentage),

3) a notation as to whether or not the service-connected disability is
rated as permanent and total.

Please Note: When a veteran dies on active duty, the family does not
receive a DD Form 214; the family receives a DD Form 1300, Report of
Casualty, on which there is no place to record the character of service.
Thus, when a veteran dies on active duty, his or her service should be
presumed to be under honorable conditions unless the military service
specifically indicates otherwise.

1. If on active military duty at time of death, submit official notice, from a
branch of the Armed Forces, of death occurring under honorable
conditions.

2. If death occurred while not on active military duty, submit certified
copy of death certificate.

Expedition for which a Campaign Badge is Authorized, or During
the Period Authorized, or During the Period of April 28, 1952
through July 1, 1955.

Submit documentation of service or death during a war or during the
period April 28, 1952, through July 1,1955, or during a campaign or
expedition for which a campaign badge is authorized.

for Preference because of Her Husband's Total and Permanent
Disability.

Submit a statement from husband's physician showing the prognosis
of his disease and percentage of his disability.

of Veteran.
Submit either:

1. Certification from the Department of Veterans Affairs that entitlement
to pension or compensation was restored due to annulment.
2. A certified copy of the court decree of annulment.

Connected Disability.

Answer questions 1-7 below:

1. Is the veteran currently working? If No, go to Item 3.

[T Yes [ No

2. If currently working, what is the veteran's present occupation?

3. What was the veteran's occupation, if any, before military service?

4. What was the veteran's military occupation
at the time of separation?

5. Has the veteran been employed, or is he/she now employed, by the Federal civil service or D.C. Government?

[T Yes [ No

A. Title and Grade of position most recently, or currently, held | B. Name and address of agency

C. Dates of employment

From: To:

6. Has the veteran resigned from, been disqualified for, or separated from a position in the Federal civil service or D.C. Government
along the lines of his/her usual occupation because of service-connected disability?

If Yes, submit documentation of the resignation, disqualification, or separation.

[ Yes [ No

7. Is the veteran receiving a civil service retirement pension?

If Yes, give the Civil Service annuity or Federal employee retirement annuity number.

[~ Yes [ No

CSA#

Page 2 of 2
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all other previous editions are unusable.






APPOINTMENT AFFIDAVITS

(Position to which Appointed) (Date Appointed)

SmallBusinesAdministration Office of DisasterAssistance
(Department or Agency) (Bureau or Division) (Place of Employment)

l, , do solemnly swear (or affirm) that--

A. OATH OF OFFICE

I will support and defend the Constitution of the United States against all enemies, foreign and domestic;
that | will bear true faith and allegiance to the same; that | take this obligation freely, without any mental
reservation or purpose of evasion; and that | will well and faithfully discharge the duties of the office on which
| am about to enter. So help me God.

B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT

| am not participating in any strike against the Government of the United States or any agency thereof,
and | will not so participate while an employee of the Government of the United States or any agency
thereof.

C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE

| have not, nor has anyone acting in my behalf, given, transferred, promised or paid any consideration
for or in expectation or hope of receiving assistance in securing this appointment.

(Signature of Appointee)

Subscribed and sworn (or affirmed) before me this day of 2
at
(City) (State)
(SEAL) (Signature of Officer)

Commission expires
(If by a Notary Public, the date of his/her Commission should be shown) (Title)

Note - If the appointee objects to the form of the oath on religious grounds, certain modifications may be permitted pursuant to the
Religious Freedom Restoration Act. Please contact your agency's legal counsel for advice.

. Standard Form 61
U.S. Office of Personnel Management Print Revised August 2002
The Guide to Processing Personnel Actions NSN 7540-00-634-4015  Previous editions not usable
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U.S. Office of Personnel Management ETHNICITY AND RACE IDENTIFICATION

Guide to Personnel Data Standards (Please read the Privacy Act Statement and instructions before completing form.)

Name (Last, First, Middle Initial) Social Security Number Birthdate (Month and Year)

Agency Use Only

Privacy Act Statement

Ethnicity and race information is requested under the authority of 42 U.S.C. Section 2000e-16 and in compliance with
the Office of Management and Budget's 1997 Revisions to the Standards for the Classification of Federal Data on Race
and Ethnicity. Providing this information is voluntary and has no impact on your employment status, but in the instance
of missing information, your employing agency will attempt to identify your race and ethnicity by visual observation.

This information is used as necessary to plan for equal employment opportunity throughout the Federal government. It
is also used by the U. S. Office of Personnel Management or employing agency maintaining the records to locate
individuals for personnel research or survey response and in the production of summary descriptive statistics and
analytical studies in support of the function for which the records are collected and maintained, or for related workforce
studies.

Social Security Number (SSN) is requested under the authority of Executive Order 9397, which requires SSN be used
for the purpose of uniform, orderly administration of personnel records. Providing this information is voluntary and failure
to do so will have no effect on your employment status. If SSN is not provided, however, other agency sources may be
used to obtain it.

Specific Instructions: The two questions below are designed to identify your ethnicity and race. Regardless of your answer to
guestion 1, go to question 2.

Question 1. Are You Hispanic or Latino? (A person of Cuban, Mexican, Puerto Rican, South or Central American, or other
Spanish culture or origin, regardless of race.)
(JYes [J No

Question 2. Please select the racial category or categories with which you most closely identify by placing an “X” in the appropriate
box. Check as many as apply.

RACIAL CATEGORY

DEFINITION OF CATEGORY
(Check as many as apply)

(] American Indian or Alaska Native A person having origins in any of the original peoples of North and South America
(including Central America), and who maintains tribal affiliation or community
attachment.

(] Asian A person having origins in any of the original peoples of the Far East, Southeast

Asia, or the Indian subcontinent including, for example, Cambodia, China, India,
Japan, Korea, Malaysia, Pakistan, the Philippine Islands, Thailand, and Vietham.

(7 Black or African American A person having origins in any of the black racial groups of Africa.

(] Native Hawaiian or Other Pacific Islander | A person having origins in any of the original peoples of Hawaii, Guam, Samoa, or
other Pacific Islands.

J white A person having origins in any of the original peoples of Europe, the Middle East, or
North Africa.

Standard Form 181
Revised August 2005
Previous editions not usable

42 U.S.C. Section 2000e-16

NSN 7540-01-099-3446
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U.S. Small Business Administration
Office of Disaster Assistance

LANGUAGE SKILLS IDENTIFICATION

The information provided on this form is voluntary and will be used to identify those who may be able to
provide franslation or interpretation services on an occasional basis. This information, without the Social
Security Number, may be made available to others under the Freedom of Information Act.

Name (Printed) . Social Security Number Office and Location (City)

Spoken Languages Speaking Ability Writing Ability
English _ O Fluently O Fluently
. 0 Fairly O Fairly
O Poorly 1 Poorly
0 Fluently 0 Fluently
0 Fairly O Fairly
3 Poorly O Poorly
(Please specify the language)
O Fluently O Fluently
O Fairly O3 Fairly
O Poorly O Poorly
(Please specify the language)
Signed Languages Skill Level Certified
American Sign Language OFluent OFair OPoor OYes ONo
Signed English OFIluent OFair OPoor OYes ONo
OFluent OFair OPoor (O0Yes O No
(Please specify the language)
OFluent OFair COPoor OYes @ONo

(Please specify the language)
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STANDARD FORM 144 (Rev. 10/95)
Office of Personnel Management
The Guide to Processing Personnel Actions

Statement of Prior Federal Service

(PLEASE READ THE FOLLOWING INFORMATION BEFORE COMPLETING THIS FORM)

Privacy Act Statement

Section 6303 of 5 U.S.C., “Annual Leave Accrual,” authorizes col-
lection of information to determine and record service that may be
creditable for accrual of annual leave. Part 351.503, 5 C.FR.,
“Length of Service,” authorizes collection of data to determine and
record service that may be creditable for reduction-in-force reten-
tion purposes.

Information about prior Federal civilian and military service is col-
lected and maintained in your Official Personnel Folder (OPF). The
information you furnish may be disclosed to other Federal agencies

or Congressional or Judicial Offices in order to verify it or in con-
nection with your application for a job, license, grant, or other ben-
efit. It may also be disclosed to a national, state, or local law
enforcement agency where there is indication of a violation or
potential violation of civil or criminal law or regulation, or to another
Federal agency or court when the Government is party to a suit.

Furnishing this information is voluntary; however, failure to do so
may result in your not receiving credit for prior Federal service.

I. What Is Needed to Verify Prior Service

In order for your employing agency to credit your prior Federal ser-
vice for benefits, such as leave accrual and reduction-in-force reten-
tion, the dates of your active uniformed service and the type(s) of
appointment(s) and dates of civilian service must be verified. Dates
of active uniformed service are verified from the records issued by
the branch of service in which you served. Dates and types of
appointments to civilian positions are usually verified from Notifi-
cations of Personnel Action (Standard Form 50 or CSC- or OPM-
approved exceptions thereto), and payroll records (including records
of deductions made under the Civil Service Retirement System—
Standard Form 2806, or the Federal Employees Retirement Sys-
tem—Standard Form 3100). The information on the application or
resume you submitted for the appointment you are receiving, along
with the information on page 2 of this form, will be used by your
agency to identify the Federal employers and periods of empioy-
ment for which records must be obtained to verify the prior service.

When Notification of Personnel Action or payroll records cannot be
located to verify a period of service, and the service was covered by
Social Security, a detailed statement of earnings information (show-
ing periods of employment and the name of the employer) from the
Social Security Administration will be accepted as proof of service.

if no personnel, payroli, or Social Security records can be located,
then your agency can accept secondary evidence of civilian em-
ployment, as explained below.

li. Use of Secondary Evidence to Verify Federal Service

Secondary evidence may be considered as proof of Federal civilian
service only when official Government records are lost, destroyed, or
incomplete. Necessarily, the burden of proof is on the person
claiming service that is not supported by official records in the cus-
tody of the U.S. Government. If you decide to claim credit for a peri-
od of service by submitting secondary evidence, it is important that
you submit all documents in your possession that tend to prove
you performed the service claimed, and that the service, if per-
formed, was creditable for leave accrual and reduction-in-force pur-
poses. No credit can be aliowed for any service that is not sub-
stantiated by valid and conclusive secondary evidence. The follow-
ing is applicable only if you are providing secondary evidence.

A. Documentary Evidence: Submit as many as possible of the doc-
uments listed in item 1 below. If your agency finds that these docu-
ments are insufficient to determine creditability, the documents listed
in items 2 and 3 may be considered, but less weight will be given to
such evidence.

1. Copies of official documents or letters about the service. These
may be notices on appointment/separation; notices of changes
in position/salary, organization, or headquarters; travel orders;
payrol! cards; ID’s, etc.

2. Private records such as a diary, correspondence, copies of in-
come tax returns, employment applications, credit applications,
etc., that mention the Federal employer and the claimed service.
Private records must have been made during or shortly after
period of service.

3. Any other documentary evidence tending to prove the service
was actually performed and the starting and ending dates of
the service.

B. Affidavit Evidence: If you are not able to supply copies of official
documents (as described in item 1 above) that are sufficient for your
agency to make a determination of creditability, you must submit affi-
davits from yourself and at least two other persons (preferably your
supervisors) who know the facts. If you can obtain no documentary
evidence (items 1, 2, and 3, above) to support your claim, you may
submit these affidavits only; however, your claim is more likely to be
rejected without supporting documents. The required affidavits are
from:

—The employee, stating as many of the details on the affidavit as
can accurately be remembered.

—At least two persons knowing the facts. Each person should
show that he or she is in a position to know the facts sworn to,
and give his or her age and mailing address.

Affidavits must be sworn to or affirmed before a notary public or
other officer who is authorized by law to administer oaths.

C. Warning: Any submission may be investigated. Intentional false
statements, willful concealments, or using documents you know are
false, fictitious, or fraudulent is punishable by fine/imprisonment (18
U.S.C. 1001).

NSN 7540-00-634-4101
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Standard Form 144 (Rev. 10/95) Page 2
Office of Personnel Management
The Guide to Processing Personnel Actions

STATEMENT OF PRIOR FEDERAL SERVICE
To be Completed by Employee

1. Name (Last, First, Middle Initial) 2. Social Security Number 3. Date of Birth (Month, Day, Year)

4. Does the application or resume that you submitted, for the position to which you are being appointed, list all of your Federal government
civilian and uniformed service, including beginning and ending dates, as well as the type of appointment and work schedule for civilian service?
1 Yes — If “Yes”, check this block and skip to ltem 8. [ ] No — If “No”, check this block and complete Items 5 - 9.

5. List below your prior civilian service. Include service with the DC Government on appointments made before October 1, 1987.

FROM TO TYPE OF APPOINTMENT
NAME AND LOCATION OF AGENCY AND WORK SCHEDULE
Year Month | Day | Year Month | Day (Full-Time, Part-Time, or Intermittent)

6. During periods of employment shown in ltem 5, did you have a total of more than 6 months’ absence without pay during any one calendar
year?

[1 Yes — If “Yes”, list the following information. [ No — If “No”, go to ltem 7.
TYPE OF ABSENCE, IF KNOWN FROM TO TOTAL
(LWOP, Furlough, Suspension, AWOL,
or Placement in Nonpay Status) Year Month | Day Year Month | Day YEARS MONTHS DAYS

7. List all uniformed service below. List active service in any branch of the Armed Forces of the United States, including active duty as a
reservist, and active service in the commissioned corps of the Public Health Service or the National Oceanic and Atmospheric Administration.

FROM TO
BRANCH OF SERVICE DISCHARGE

Year Month | Day Year Month Day {(Honorable or Dishonorable)

8. Do you claim any type of veterans’ preference which has not been verified?
[ No 1 Yes — Check one of the statements, if it applies to you. | claim preference as the:
[ 1 Spouse of a disabled veteran {__] Mother of a deceased or disabled veteran | Unmarried widow/widower of a veteran

9. CERTIFICATION: The prior Federal civilian and uniformed service listed on my application/resume and listed above constitutes my entire
record of Federal employment. | have no other Federal service for which | want to claim credit.

Signature Date

NSN 7540-00-634-4101 Previous Edition Usable 144-114
*U.S. Government Printing Office: 1996 - 404-761/32401
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TRAVELCARD TRAINING

TYPE IN THE FOLLOWING LINK ON
YOUR BROWSER:

https://training.smartpay.gsa.qov

Stepl: Click Travel Card Training for Cardholders
Step2: Take the Test

Step3: Print and initial the certificate

Step4: Mail the certificate along with your other
Inprocessing forms to the address provided.



https://training.smartpay.gsa.gov/





